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ASPECTS OF CHILD CARE IN SOUTH AFRICA* 


H. L. WaALLAcE, M.D., F.R.C.P. (Epin.) 


Senior Lecturer in Paediatrics, University of Natal 


Senior Physician, Addington Children’s Hospital, Durban 


I think it may be claimed that advance in child care amongst 
the European population in South Africa, although perhaps 
somewhat less spectacular, has occurred on similar lines to 
the advances evident in Britain during the past decade. 
As a subject in the medical curriculum Child Health is 
beginning to assume its rightful place in our medical schools 
as is manifest by the fact that full-time chairs in the subject 
have been created at two of our universities, Cape Town 
and Pretoria. Further, the pattern of establishing close 
liaison between obstetrics and paediatrics has been followed 
in this country with, I feel sure, benefit to both specialties and 
to the newborn infant. One interesting outcome of this 
association here in Durban is the special Rhesus Unit centred 
at Addington Hospital, to which Rh-immunized women 
from any part of the Province of Natal may be referred for 
their confinements. In this unit the obstetrical staff deliver 
the baby which is immediately handed over to the paediatric 
staff who carry out the necessary treatment. There is also, 
throughout the Union, the usual quota of special clinics 
for infants and children, as befits this clinic-conscious age. 

It is unfortunate, but perhaps inevitable, that when any 
attempt is made to assess progress in child care in this multi- 
racial country, a wide gulf is encountered between the 
relatively small European community, which enjoys a high 
standard of living, and the much larger non-European groups 
of people. In the former we may claim that the standard 
of child health is high and that the European infant mortality 
rate will bear comparison with that in any part of the world. 
So far as the African child is concerned, the situation is 
disturbing and reference will be made to this problem later. 

It would be tedious to continue to enumerate advances 
in child care which undoubtedly have occurred in South 
Africa since, as already mentioned, these are modelled to a 


* A paper presented at the South African Medical Congress, 
Durban, September 1957. 


large extent on the advances which have been made elsewhere, 
particularly in Britain and America. I would like, therefore, 
to refer to certain aspects of the subject which should perhaps 
give rise to some concern and which, I suggest, are not 
always receiving the attention which they merit from our 
profession. 


THE PARENT AND THE HOME 


Both Professor Moncrieff* and Dr. Gairdner? have stressed 
the important role which parents should play in speeding 
the recovery of their sick child, either at home or in hospital, 
and inevitably this must focus our thoughts on the vital 
problem as to whether modern parents are making their 
rightful contribution to child care. Despite the invaluable 
work of institutes or departments of child health, children’s 
hospitals, research units etc., the citadel of child care must 
still be the home, and all the ancillary services so ably 
described by Professor Moncrieff are directed towards 
strengthening that citadel. Without the sincere co-operation 
of parents, progress in child care will inevitably be limited 
and may sometimes perhaps be more apparent than real. 


So far as modern parents are concerned, it is obvious that 
all is not well with home life today. One disturbing indication 
of this is the alarming increase in divorce, a most disquieting 
factor which must strike at the very roots of child care. 
In fact, in this day and age of marriage in the Hollywood 
tradition, it is difficult to talk with conviction about true 
progress in the welfare of children. Fortunately, however, 
our society is still blessed with many happy homes where 
children are nurtured in an atmosphere of affection, under- 
standing and wise discipline. Such children are indeed 
fortunate and we can safely leave them to thrive on the 


* Moncrieff, A. (1957): S. Afr. Med. J., 31, 978 (28 September). 
+ Gairdner, D. (1957): /bid., 31, 981 (28 September). 
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wisdom of their parents. But there are other homes; let 
us briefly consider a few examples. 

First of all there is the home which is so blatantly bad and 
so familiar to our overwrought social workers that any 
detailed description is unnecessary. Here we find the extreme 
examples of parental infamy, where unwanted children are 
conceived in drink and are resented, neglected and often 
maltreated from the time they are born. There are many 
such homes, and surely a strong case could be made for 
amendment of the Children’s Act of 1937 to enable some 
of these unhappy children to be removed from their squalid 
homes and even more squalid parents and to be legally 
adopted. In Durban today a married couple, eager to adopt 
a child, must be prepared to wait for a period of from two 
to four years, so great is the demand, and yet the various 
child welfare homes and places of safety are filled to capacity 
with children whose parents make no pretence of wanting 
them or caring for them whilst refusing to allow them to be 
legally adopted. This iniquitous paradox should not be 
allowed to continue. 


Another type of home too frequently seen today is the 
selfish home. Here the parents are not prepared to make 
sacrifices or to deny themselves for the sake of their children. 
They are determined to have their parental cake and at the 
same time to eat it, often with serious consequences. They 
crave distraction and resent having to forego any freedom 
which they enjoyed before marriage. This is the mother 
who will often rationalize about resuming her job by trying 
to convince herself and her friends that only by so doing 
will she be able to give her children all those little extras 
which are so important. What she really means, of course, 
is that household duties bore her and she overlooks the fact 
that by denying her children the privilege of a mother’s 
presence in the home to guide them during their early 
formative years, she is denying them their birthright. The 
children from such homes may be seen any day in our public 
parks, busily dirt eating, whilst nannies gossip and mothers 
glean the latest scandal at the bridge tables or pound the 
typewriter back at the office with the girls. Such parents 
may, however, have qualms of conscience which they try 
to salve by over-indulging and spoiling their children on the 
relatively rare occasions when they meet them. Surely a 
strange travesty of child care! This type of home must not, 
of course, be confused with those genuine cases where 
economic stringency compels both parents to be wage- 
earners, but I am convinced that such cases are far less 
numerous than we are led to believe. 


Then there is the home which reflects this age of stress. 
In this household the mother is apt to suffer from what 
I call the ‘Martha complex’. She is careful and troubled 
about many things, particularly her children. She devotes 
most of her time to them and is in a constant state of anxiety 
about their well-being. She worries about their clothing, 
their food, their bowels and their runny noses, until such 
matters become an obsession. What she does not realize is 
that her state of nervous tension and anxiety is highly in- 
fectious and, sooner or later, this state is reflected in one or 
more of the children, who are then taken to the doctor 
with strange symptoms which are quite unrelated to somatic 
disease. But these mothers are, at heart, good, unselfish 
people deserving of all the help and guidance we can give 
them. If we can persuade Martha to become just a little 
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more like Mary, she may prove a staunch ally in the cause 
of child care. 

Frequently encountered today is the cat-and-dog variety 
of home where the parents, with no attempt at self-control, 
indulge in frequent noisy squabbles in the presence or within 
earshot of their children. There is a curious belief that such 
squabbles denote a successful marriage, that they constitute 
a safety valve for bottled-up resentments and irritations, 
If this be true, unfortunately the children are unaware of 
it, and the impact of frequent ‘scenes’ upon a sensitive 
child may seriously undermine his sense of security. 
Fortunately, however, such parents are sometimes merely 
thoughtless and ignorant and if their sins are pointed out to 
them, they may endeavour to mend their ways and exercise 
more self-control. 

There are many other varieties of home which may have 
a stifling effect on a growing child. The divided or broken 
home where the parents are separated and where each 
demands a share of their offspring and compete as to which 
can offer the highest bid for a child’s favours; the pagan 
home in which the parents believe in nothing more enduring 
than the Stock Exchange and whose children are denied the 
stabilising influence of a belief in other than material things, 
And there are numerous others. 

Now it may be asked, what has all this to do with advance 
in child care? I believe it has everything to do with it. All 
our highly organized institutes, departments and special 
clinics, whilst making a notable contribution to child care, 
can never, per se, bestow upon a child the priceless gift of 
complete or total health, a gift which cannot be measured 
in kilos or pounds. In the end the success of their efforts 
must depend to a great extent on the background of the home. 
I am deeply disturbed by the increasing number of children 
one sees today who are suffering from a variety of symptoms— 
lassitude, temperamental changes, vague abdominal pain, 
disturbed sleep, indifferent appetite, loss of weight, etc— 
which have no detectable physical origin but which can be 
directly attributed to disharmony at home. 

I suggest, therefore, that we should ask ourselves whether 
recent advances in child care are altogether in the right 
direction. Judged on a purely physical basis, progress has 
been impressive. Infant mortality has fallen to a remarkable 
degree. Many childhood diseases of the past have virtually 
been eliminated and others which used to carry a high 
mortality or morbidity are now amenable to rapid and 
successful treatment. Preventive medicine applied to children 
is making great strides. But is there not perhaps rather too 
much emphasis today on physical standards of health and 
too little on the ‘mens sana’ part of the Latin tag? I believe 
there are many children adrift in a smog of frustration, 
insecurity or unhappiness without realizing it or without 
knowing why, and who are the potential social misfits of 
the future, and I suggest that the most potent cause of this 
is the unstable home. 


THE GENERAL PRACTITIONER AND FAMILY WELFARE 


Can we do anything constructive to advance this most 
fundamental aspect of child care? The answer to this must 
pose another question. Is the prime objective at our medical 
schools the training of undergraduates to become family 
doctors in the full meaning of the term? I doubt it. And 
yet surely it is the family doctor with access to the home 
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who has a unique opportunity and responsibility to guide 

nts in the care and upbringing of their children, who 
should fearlessly explain the serious effects of selfishness, 
over-anxiety or domestic strife on the health of a child. 
Marriage-guidance organizations and child-guidance clinics 
certainly have their uses, but they are merely substitutes 
for wise counsel in the intimacy of the home; in fact they 
may well owe their existence to a decline of interest in the 
problems of human relationships by many who engage in 
family practice. If the family doctor wishes to hand over 
this rewarding work to others and engage only in curative 
medicine, then he should say so, but this would strike a 
serious blow at one of the great traditions of medicine. 
If he possesses the quality of discernment and has been taught 
the difficult art of history-taking, the family doctor has a 
most vital contribution to make to child care. A great 
deal of nonsense is talked about the day of the general 
practitioner being on the wane. I believe that the wise general 
practitioner is more needed today than he ever was, provided 
he is not merely a peddler of antibiotics. 


THE AFRICAN CHILD 


And what of the African child in our midst? If this vast 
problem be examined superficially, it might be thought 
that little or nothing is being done to further the cause of 
child care. Such a conclusion would be both unfair and 
untrue. One significant step forward has been the establish- 
ment of the department of Social, Preventive and Family 
Medicine in the Univeristy of Natal under the directorship 
of Professor Sidney Kark. The important research carried 
out by this department is well known. But of equal importance 
is the valuable training in family practice which it provides 
for non-European medical students throughout their three 
years of clinical study. Amongst other things, every student 
is afforded the opportunity of observing children in relation 
to their home environment and is taught to assess the in- 
fluence of this environment on a child’s health and develop- 
ment. This thorough grounding in the field of social and 
family medicine must bear fruit in the days to come. 

Further, at all the large centres in the Union and at others 
beyond our borders, intensive research has been and is 
being carried out into diseases which afflict the African, 
and particularly into the dreadful scourge of malnutrition 
which is so prevalent amongst the children. Faced, however, 
with the barriers of poverty, ignorance, superstition and 
great numbers, the task of putting into practice the results 
of this research is an immense one and efforts so far have 
produced little more than a ripple on the surface. 

To take one example, the situation regarding kwashiorkor 
in the Durban area is not encouraging. In the Paediatric 
Unit of King Edward VIII Hospital, comprising 160 beds, 
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no less than 731 African children suffering from kwashiorkor 
were admitted during 1955 and, of these, 395 died from the 
disease and its complications—a mortality rate of 54°. 
In 1956, the number of cases admitted rose to 834, with 
432 deaths. And yet these figures must represent only a 
fraction of the total cases in the area, since there are many 
which never reach the wards of a hospital. To me, the 
tragedy of this picture is not the high mortality which is due 
mainly to the fact that so many cases are admitted in extremis; 
rather is it the persistently high incidence of a disease, 
the cause of which is known and the prevention of which 
depends on a plentiful commodity. It is surely a bizarre 
world in which the genius of man has split the atom but 
has failed to devise some means of supplying the under- 
privileged children on his doorstep with a sufficiency of milk. 

Aldous Huxley once wrote; ‘The only true progress in 
this world is progress in charity’, and perhaps here lies the 
clue to our dilemma. For there would appear to be little 
hope of any significant advance in child care amongst our 
African neighbours until responsible European citizens 
manage to extract their kindly but muddled heads from the 
sand and give conscience air to breathe. This process might 
be stimulated and hastened if medical practitioners acquainted 
with the sordid facts would endeavour, without sentimentality, 
to create a more acute awareness amongst the European 
public of the tragic and dangerous situation which exists. 
It is merely begging the question to keep reiterating that 
the welfare of the African child is the prerogative of the 
Government, the Province or the Municipality. All these 
bodies have their fields of responsibility, but they can only 
interpret the wishes of the public which elects them. 

It is surely a salutary experience to observe the self-sacrific- 
ing yet practical efforts made by small groups of enlightened 
people to improve the lot of our African children, and the 
results which they achieve. But too much is being attempted 
by too few. If this truly Christian work were to be multiplied 
a hundred-fold, which it well could be, then the sponsors 
of Western civilization in this country could indeed hold 
their heads high. 


In conclusion, I quote from the Report of the Scottish 
Youth Advisory Committee of 1945: 

*. . . if a community were determined to make itself fit 
for children and young people to live in, much else that is 
good and necessary in all aspects of life, spiritual and material, 
political and economic, might readily follow’. 

When planning future advance in child care we would do 
well to ponder these words. 


I wish to record my thanks to Dr. Joan Scragg of the Paediatric 
Unit of King Edward VIII Hospital for preparing the figures 
relating to kwashiorkor, a task which involved much sacrifice 
of her spare time. 
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EDITORIAL 
TOBACCO ADDICTION 


Diseases of the great and the pathology from which they 
suffer have ever been a source of interest to medical his- 
torians and to the public generally. MacLaurin’ in his well- 
known book published a series of articles in which diagnosis 
of the diseases which afflicted some famous historical figures 
was reviewed. This year interest has been aroused by a refer- 
ence in Johnston’s book on tobacco smoking* to the illnesses 
suffered by King George VI, and the king’s early death. 
The author records that the late king suffered from chronic 
indigestion for many years, and that after an appendicectomy 
performed on him when he was a naval cadet by Mr. (later 
Sir Crisp) English, the same surgeon performed a gastro 
enterostomy when he was in his twenties, presumably for 
persistence of the symptoms. In his early fifties, the king, 
who had by then contracted Buerger’s disease, was submitted 
to a lumbar sympathectomy by Professor (later Sir James) 
Learmonth and subsequently a chronic cough led to the 
discovery of a bronchial cancer. It was while convalescing 
from his pneumonectomy performed by Mr. (later Sir 
Clement) Price Thomas for this last disease, that a coronary 
thrombosis occurred and led to the king’s death. 

It is well known that King George was a heavy cigarette 
smoker, and the list of the diseases from which he suffered 
reads like a catalogue of diseases due to tobacco. Although 
the issue is one which many would like to avoid, the fact 
remains, as the Medical Research Council*® reports, that 
‘the evidence for an association between lung cancer and 
tobacco smoking has been steadily mounting throughout 
the past 8 years, and . . . the most critical examination has 
failed to invalidate the main conclusions drawn from it’. 

Cancer of the lung, however, is only one of the diseases in 
the list of conditions to which smokers are more prone than 
non-smokers, and that cigarette smoking has a deleterious 
effect on the human body cannot be questioned. Commonly 
the smoker who gives up smoking gains weight and this 
weight is again lost if he resumes the discarded habit. The 
smoker’s lower weight is due to the toxic effects of the 
smoking on his metabolism; a small dose of poison is still 
poisonous, and it must be accepted that chronic poisoning 
of any nature is deleterious. How far can addiction safely 
go? It seems collectively that the price we pay for tobacco 
addiction is a heavy one. 

When so large a proportion of the community is com- 
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VAN DIE REDAKSIE 
VERSLAWING AAN TABAK 


Die siektes van beroemde mense en die patologie waaraan 
hulle ly, was nog altyd *n bron van belangstelling vir mediese 
geskiedskrywers en vir die publiek in die algemeen. In sy 
bekende boek het MacLaurin' ’n reeks artikels gepubliseer 
waarin die diagnose van die siektes van sommige beroemde 
historiese mense bespreek word. Vanjaar is die belangstel- 
ling gaande gemaak deur ’n verwysing in Johnston se boek 
oor tabakrook® na die siektes van koning George VI en na 
die koning se vroegtydige dood. Die skrywer meld dat die 
wyle koning jare lank aan kroniese swak spysvertering gely 
het en dat, na ’n blindederm-operasie deur dr. (later sir 
Crisp) English terwyl die koning nog ‘’n viootkadet was, 
dieselfde chirurg later toe die koning in sy twintigerjare was 
*n maagderminmonding gedoen het, waarskynlik omdat die 
simptome nog aangehou het. In sy vroeé vyftigerjare het 
die koning, wat toe reeds Buerger se siekte opgedoen het, ’n 
lende-simpatektomie deur professor (later sir James) Lear- 
month ondergaan, en daarna het ’n kroniese hoes gelei tot 
die ontdekking van kanker in die lugpyp. Dit was terwyl 
die koning aan die herstel was van ‘n longoperasie deur 
dr. (later sir Clement) Price Thomas vir laasgenoemde siekte, 
dat ‘n kroonslagaartrombose ontwikkel het en die dood 
gevolg het. 

Dit is goed bekend dat die wyle koning ’n kwaai sigaret- 
roker was, en die lys van sy siektes klink na ’n kataloog van 
die kwale wat tabakrook kan meebring. Hoewel baie mense 
liewer hierdie saak wil ontduik, is dit nogtans ’n voldonge 
feit, soos die Mediese Navorsingraad* rapporteer, dat die 
inligting wat dui op ’n verband tussen longkanker en tabak- 
rook oor die laaste 8 jaar steeds vermeerder het, en . . . die 
mees kritiese ondersoek het nog nie daarin geslaag om die 
vernaamste afleidings wat daaruit gemaak is te weerspreek 
nie’. 

Longkanker is maar slegs één van die siektes waartoe 
rokers meer geneig is as nie-rokers, en dit is onweerlegbaar 
dat die rook van sigarette ’n nadelige invloed op die menslike 
gestel het. Gewoonlik word rokers wat daarmee ophou 
vetter, en gewoonlik word hulle weer maerder as hulle weer 
met die gewoonte begin. Die roker se verminderde gewig 
is te wyte aan die vergiftende uitwerking van die rokery op 
sy metabolisme; selfs ’n klein dosis van ’n gifstof is nog altyd 
giftig, en die feit bly staan dat kroniese vergiftiging van watter 
aard ook al nadelig is. Alles in ag genome, is dit ‘n duur 
prys om te betaal vir verslawing aan tabak. 

Dit is glad nie verbasend dat die slotsom van die Navorsing- 
raad, en ander gesaghebbendes in baie lande, nie algemeen 
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mitted to smoking, when young men (and even young women) 
so commonly think that they must take up smoking or their 
adulthood and their social sophistication or adequacy will 
be in question, and when the economic implications 
are sO vast, it is not surprising that the conclusions 
of the Medical Research Council* and other authori- 
ties in many countries are not universally accepted. 
Apart from these special circumstances, few medical dis- 
coveries pass unresisted into immediate acceptance. The 
evidence against cigarette smoking, strong as it is, is statistical 
in nature. As the Medical Research Council says, ‘It is 
clearly impossible to add to the evidence by means of an 
experiment on man’.® ‘In scientific work, as in the practical 
affairs of everyday life, conclusions have to be founded 
on the most reasonable and probable explanaiion of the 
observed facts, and so far no adequate explanation for the 
large increase in the incidence of lung cancer has been 
advanced, save that cigarette smoking is indeed the principal 
factor in the causation of the disease. The epidemiological 
evidence is now extensive and very detailed’.* 

There is much literature on the subject available to medical 
readers. They should all be familiar at least with the Medical 
Research Council’s Report*—so indeed should every in- 
telligent reader. Our patients are entitled to have presented 
to them the conclusions that are drawn from medical know- 
ledge; it is not enough to put the facts before the public 
and to tell them to draw their own conclusions. By virtue 
of his scientific education and his training and experience, 
the doctor’s conclusions are of more value than those of an 
ordinary layman. When that lay person’s relative ignorance 
is combined with addiction, it is obvious that an unbiased 
conclusion will not easily be reached. While adults are free 
to do as they wish to please themselves to their heart’s 
content within the limits of the law, adolescents are entitled 
to protection, and it is the duty of medical practitioners to 
give advice in accordance with their knowledge and con- 
victions. To do otherwise indicates lack of a sense of re- 
sponsibility. 

1. MacLaurin, A. C. (1930): Post Mortem. London: Cape. 

2. Johnston, L. (1957): The disease of Tobacco Smoking and 

its Cure. London: Christopher Johnson. 


3. ig Medical Research Council (1957): S. Afr. Med. J., 
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aangeneem word nie—’n groot deel van die bevolking is 
vaste rokers; jong mans (en selfs jong meisies) dink dat hulle 
moet rook of anders word hul volwassenheid en hulle sosiale 
sofistikasie of volwaardigheid in twyfel getrek; en bowendien 
is daar sulke enorme ekonomiese implikasies. Afgesien van 
hierdie spesiale omstandighede, word maar min mediese 
ontdekkings sonder weerstand algemeen aangeneem. Die 
feite teen sigarette-rook, hoewel ongetwyfeld kragtig, is 
statisties van aard. Die Mediese Navorsingraad meld tewens 
dat ,dit natuurlik onmoontlik is om die feite aan te vul by 
wyse van eksperimente op mense’. ,In die wetenskap, net 
soos by die praktiese aangeleenthede van die alledaagse 
lewe, moet ons ons afleidings baseer op die redelikste en 
waarskynlikste vertolking van die waargenome feite, en tot 
dusver was daar nog geen ander verduideliking van die groot 
vermeerdering in die voorkoms van longkanker nie; die 
rook van sigarette is ongetwyfeld die vernaamste faktor 
by die oorsaak van die siekte. Die epidemiologiese bewyse 
hiervan is vandag uitgebreid en breedvoerig’. 

Daar is baie literatuur beskikbaar vir mediese lesers in 
verband met hierdie onderwerp. Alle geneeshere behoort 
ten minste met die verslag van die Mediese Navorsingraad be- 
kend te wees—en dit geld ook vir elke intelligente (leke) leser. 
Ons pasiénte is daarop geregtig dat ons die gevolgtrekkings 
gebaseer op mediese kennis aan hulle voorlé; dit is nie genoeg 
om die feite bloot voor die publiek te stel en hulle aan te 
sé om maar self te oordeel nie. Omrede sy wetenskaplike 
onderrig, sy opleiding en sy ondervinding, is die dokter se 
gevolgtrekkings van groter waarde as dié van ’n gewone 
leek. En as daardie leek se betreklike onwetendheid nog 
bowendien met verslawing gepaard gaan, is dit baie duidelik 
dat hy nie maklik ’n onbevooroordeelde slotsom sal bereik 
nie. Volwassenes is nou wel vry om te maak wat hulle wil 
binne die perke van die wet, maar adolessente is geregtig op 
beskerming, en dit is die plig van geneeshere om voorligting 
te gee in ooreenstemming met hulle kennis en oortuigings. 
Om hierdie plig te versaak, beteken dat dit hom ontbreek 
aan ’n sin vir verantwoordelikheid. 


1. MacLaurin, A. C. (1930): Post Mortem. Londen: Cape 

2. Johnston, L. (1957): The disease of Tobacco ieule and’ 
its Cure. Londen: Christopher Johnson. 
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CAVERNOUS TRANSFORMATION OF THE PORTAL VEIN 


With the development of techniques for porto-systemic 
venous anastomoses in the treatment of portal hypertension, 
precise diagnosis of the site of the obstruction to the flow 
of blood becomes important. A most useful method of 
ascertaining this is percutaneous trans-splenic portal veno- 
graphy,’ in which contrast medium is injected directly into 
the splenic pulp (Sherlock* recommends measurement of the 
intrasplenic pressure before injection, as a valuable gauge 
of the degree of portal hypertension). Serial radiographs 
show whether the flow of the dye through the splenic and 
Portal veins is impeded, and demonstrate any diversion into 
collateral circuits e.g. gastro-oesophageal varices. The surgeon 
will learn which veins are available for anastomosis, and will 
be able to plan his approach accordingly. 

Cavernous transformation of the portal vein is an interest- 


ing cause of extra-hepatic portal hypertension. As Somers* 
points out, this term is to be preferred to ‘cavernomatous 
transformation’ as the condition is neither a hamartoma nor 
a true neoplasm. Venography demonstrates its nature well, 
showing a leash of tortuous dye-filled radicles replacing the 
splenic and portal veins. It is thought to follow portal vein 
thrombosis in early life, the most common cause of which is 
umbilical sepsis. 

These cases probably make up a high proportion of what 
was formerly diagnosed as a ‘Banti’s syndrome’ of childhood 
and adolescence. They present with signs of portal hyper- 
tension, the most lethal complication of which is rupture of 
gastro-oesophageal varices. Somers’ case was first seen at 
the age of 74 years, when splenomegaly was discovered; she 
was subsequently found to have mild anaemia, leukopaenia 
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and thrombocytopaenia, attributable to hypersplenism. 
Venography showed the typical appearances of cavernous 
transformation of the portal vein, but fortunately there 
were no oesophageal varices. (If it becomes necessary, 
splenectomy could be performed for the manifestations of 
hypersplenism). At the age of 17 days she had been admitted 
to hospital and had received penicillin injections for ‘cel- 
lulitis . . . arising from sepsis of the umbilicus.’ 

The principal threat to life arises from ruptured gastro- 
oesophageal varices; one major bleed is a strong indication 
for surgery, which should be undertaken after recovery 
from the effects of the haemorrhage. As the portal vein is 
not available, a porto-caval shunt, which is the best operation 
for portal hypertension, cannot be performed, and a lieno- 
renal anastomosis® is required. It may be necessary to utilize 
the largest (and least fragile) venous radicle available if the 
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splenic vein is itself involved in the cavernous process. The 
consequent splenectomy will cure the hypersplenism and 
remove from the portal circuit the increased volume of blood 
contributed to the portal system by the enlarged spleen, 
To exclude cirrhosis, needle biopsy of the liver is an important 
pre-operative requirement. 

Although this is a rare condition, it should be preventable, 
as long as one remembers that a seemingly trivial umbilical 
infection can have such serious consequences in later life. 


1. Dreyer, B. J. v. R. and Budtz-Olsen, O. E. (1952): Lancet, 
1, 530. 
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p. 188. Blackwell, Oxford. 
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THE RADIOLOGICAL DIFFERENTIAL DIAGNOSIS OF UNILATERAL TOTAL 
PULMONARY VEILING 


GerorGE COHEN, M.B., B.Cu., D.M.R.D. (R.C.P. & S.) 


Department of Radiology, Johannesburg General Hospital 


An increase in density throughout one lung field seen on a 
postero-anterior radiograph of a chest is always relative, 
i.e. relative to the transradiancy of the opposite lung field. 
The increase may be real or apparent. A real increase in 
density may be due to a large number of causes, as discussed 
below. An apparent increase in density on one side may 
result from a relative decrease in density (i.e. increased 
translucency) on the opposite side. An analysis of the causes 
of unilateral total pulmonary veiling reveals the following 
aetiological factors: 

I. Radiographic Causes 

1. Poor Positioning (Fig. 1) is the commonest cause of 
unilateral total pulmonary veiling, and though it is easy to 
recognize, failure of recognition may result in pitfalls with 
perhaps serious consequences. In a radiograph of a chest, 
slight obliquity may result in considerable alteration in 
normal transradiancy of the whole of one side. For example, 
if there is a slight tendency to the left anterior oblique position 
there will be relative increase in density of the left side. 
Similarly, a right anterior oblique position will result in 
increased density of the right side (i.e. relative increased 
translucency on the left side.) Poor positioning is easily 
recognized by measuring the distance from the sternal end 
of the clavicle to the centre of the vertebral column. The 
side with the longest measurement is always more translucent 
than the opposite side. 

2. Radiographic ‘fog’ and artefacts may result in increased 
density of the one side of the chest but their presence is 
obvious and one cannot fail to recognize the cause of the 
alteration in normal density. Fig. 2 is the radiograph of a 
patient who had a thin metallic sheet under his vest on his 
right side, and although it produced an appearance of 
total unilateral pulmonary veiling, careful consideration of 
the radiograph revealed the cause of this veiling. 

II. Extrathoracic Causes 
1. Right-handed or left-handed individuals may have 


pectoral and upper chest-wall muscles much more developed 
on the respective side than those of the opposite side and 
their greater volume casts a denser shadow on the respective 
side. This is easily recognized by the radiologist, who often 
prides himself in his ability to recognize a left-handed 
individual by means of a postero-anterior view of the chest. 
The diagnosis is also usually facilitated by the very well 
defined and radiologically obvious inferior borders of the 
pectoral muscles. 

2. A mastectomy results in increased transradiancy of 
the lung fields of the same side, and therefore in a relative 
veiling of the opposite side. The diagnosis is obvious from 
the history. However, as this operation is often followed by 
deep X-ray therapy, with a resultant unilateral intrapul- 
monary radiation-fibrosis, the initial increased translucency 
may be followed by an ultimate increase in density. 

3. Any causes of increased ‘bulk’ or volume of the chest 
wall may result in increased density on the same side. This 
is not commonly seen, but cellulitis, tumours or abscesses of 
the chest wall, and more rarely, a haematoma into the tissues 
of the chest wall which have been separated from each 
other by surgical emphysema may cause this relative increase 
in density. The diagnoses in these cases are made clinically. 

4. Poliomyelitis or any other cause of unilateral wasting 
of the muscles of the thoracic cage may cause increased 
translucency on the affected side, and therefore relative 
increase of density on the opposite side. Once again, the 
diagnosis will be made by clinical means. 


Intrathoracic Causes 


1. Pleural Effusion. After poor positioning this is probably 
the commonest cause of unilateral veiling, and often the 
most difficult to diagnose (Fig. 3). This is especially so if 
the effusion is in lamellar form, either parietal or interlobar. 
However, an effusion sufficiently large to produce a unilateral 
increase in density of the whole of one lung field will usually 
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Fig. 1. Veiling of the left hemithorax 
due to poor positioning (slight left 
anterior obliquity). Re-examination 
with corrected positioning resulted 
in both lung fields being of equal 
density. 


Fig. 2. Veiling of the right lung field 
due to an artefact. Note horizontal 
upper limit of metallic sheet — see 
text. 


Fig. 3. Right-sided veiling due to 
pleural effusion. In the lateral view 
the effusion was seen to pass high up 
the anterior and posterior chest walls 
thus producing the veiling of a 
‘lamellar’ parietal effusion in the 
postero-anterior view. 


Fig. 4. Left-sided veiling produced by pneumonia of both the lobes of the left lung. 


Fig. 5. A case of post-operative acute cor pulmonale with veiling of the right hemithorax due to an embolus in the right 
main pulmonary artery. 


Fig. 6. Right-sided veiling due to pleural thickening in a patient who was treated for empyema ‘many years ago’. 


Fig. 7. In comparison with the opposite side, the right side of the chest appears relatively dense—the result of elevation of 
the right leaf of the diaphragm. 


Fig. 8. A left-sided pneumothorax (with a small costophrenic haemorrhagic effusion) and collapse of the left lung has 
resulted in relative increase of density of the right lung field. 
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result in desplacement of the heart and mediastinum to the 
opposite side (in cases of ‘rigid mediastinum’ this might 
not be so). The ribs are more horizontally placed and 
displaced farther apart from one another than normally.* 
Diaphragmatic movement is absent if the effusion is an 
exudate’ and, as an effusion sufficient to produce veiling 
of the whole of one side of the chest is usually a large one, 
the diaphragm is often depressed. (Occasionally small 
effusions produce a unilateral veiling if pleuro-diaphragmatic 
and viscero-parietal pleural adhesions prevent basal collapse.) 
If the effusion is recent, a ‘shift’ of its position may be noted 
if a postero-anterior radiograph is taken with the patient 
lying on the side (i.e. a postero-anterior radiograph taken 
with a horizontal ray.) Lamellar parietal pleural effusions 
are usually easily discernible on the lateral view, where 
a thin layer of fluid is seen to run up the posterior or anterior 
chest walls or both. Interlobar lamellar effusions are also 
diagnosable on the lateral view where their particular relation 
to the interlobar fissure concerned becomes visible. 

2. Pneumonia of all the lobes of one lung without involve- 
ment of the opposite lung does occur (Fig. 4) but radio- 
logically is not seen as commonly as might be thought. 
It is to be differentiated from a pleural effusion by the fact 
that in a pneumonic consolidation of the whole of one 
lung the heart and mediastinum are not displaced to the 
opposite side; indeed, in view of the fact that there is in- 
variably concomitant atelectasis of one or more lobes, 
the heart and mediastinum may be displaced to the same 
side as the lesion. A further differentiating point is that 
with careful consideration the translucency of bronchi are 
often visible with consolidating processes but usually not 
in effusions, and during resolution a consolidation clears 
from the centre peripherally, whereas an effusion drops 
in height from above downwards. 

3. Pulmonary embolus in a main pulmonary artery was 
thought by Westermark® to produce a relative increase in 
translucency in the whole of the affected lung field. A new 
school of thought, however, has risen and, in a series of 
cases described by Kaye ef al.,* an attempt has been made 
to show that Westermark was incorrect in his assumptions 
and that an embolus in a main pulmonary artery produces 
increased density of the whole of the affected side. This 
is likely to be a subject of radiological discussion, but it is a 
possibility which I consider imperative to remember in a 
case of increased density in the whole of one lung field in 
which there is clinical evidence to suggest massive pulmonary 
embolism. (Fig. 5). 

4. Pleural thickening (Fig. 6) may occur as a web-like 
veiling of one lung field, especially in patients who have 
suffered from empyema. Radiological diagnosis presents 
no difficulties because the relatively opaque lung field usually 
shows bizarre areas of increased opacity conforming to no 
known radiological pattern or entity other than pleural 
thickening. The affected lung is often not fully expanded, 
and pleuro-diaphragmatic tags, viscero-parietal pleural 
adhesions and pleuro-pericardial adhesions may be present. 

5. Fixity of a diaphragmatic leaf of one side in the 
expiratory position may result in veiling of one side of the 
chest if the postero-anterior radiograph is taken in deep 
inspiration.* This picture may be seen in phrenic-nerve 
paralysis from whatever cause, Petit’s eventration, basvl 
lobe affections, sub-diaphragmatic causes, diaphragmatic 
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hernias, and even reflex fixity in pulmonary embolism, 
The high expiratory position, however, and the lack of 
movement on screening or on double-exposure inspiration. 
expiration radiographs makes the diagnosis elementary 
(Fig. 7.) 

6. The strict confinement of emphysema to the whole of 
one lung field is usually, either compensatory to disease jn 
the opposite lung or due to an obstruction of a main bronchus, 
It causes a unilateral hyper-translucency (and therefore 
relative increased density of the opposite lung field). If it js 
compensatory to disease in the opposite lung, the disease 
is invariably demonstrable radiologically, thus facilitating 
diagnosis. If it is a result of an obstruction in a main bronchus 
(for example by a foreign body, bronchial carcinoma, or 
tuberculous glands) the obstruction is usually ball-valve in 
nature and during expiration the affected lung remains 
relatively expanded, resulting in displacement of the heart 
and mediastinum to the opposite side during this phase of 
the respiratory cycle. In addition, according to Golden, 
the bronchovascular markings of the affected side appear 
to be splayed during expiration when viewed under the 
screen. The diaphragm may be depressed and screening may 
reveal decreased movement on the affected side,® i.e. the 
hypertranslucent side, and there might be increased movement 
on the normal side or side of relative increase of density. 


7. Pulmonary oedema of left ventricular failure may be 
unilateral in its distribution and produce unilateral veiling, 
The radiological appearances of the oedema of uraemia 
occasionally falls into this group as well. The radiological 
diagnosis is aided by the presence of an enlarged left ventricle 
and the fact that the congestive changes are more prominent 
at the base or bases, but the diagnosis is usually obvious 
clinically and radiological interpretation is often unnecessary. 
In rare cases identical appearances may be seen in other 
conditions such as hypoproteinaemia and __periarteritis 
nodosa.’ 


8. Fibrosis of one lung field may occur in a large number 
of conditions, e.g. healed infections confined to the whole 
of one lung field, unilateral bronchiectasis, unilateral pul- 
monary syphilis, etc. This unilateral fibrosis, however, is 
especially becoming prominent as the result of radiation for 
carcinoma of the breast. In the latter condition the perhaps 
absent breast (after mastectomy) and the history of deep 
therapy usually make the diagnosis obvious, but if the 
fibrosis is due to other causes the radiological picture of 
dense fibrous strands, emphysematous blebs and _ bullae, 
the crowded bronchovascular markings, and the oft 
accompanying pleuro-pericardial and pleuro-diaphragmatic 
adhesions and perhaps displacement of the heart and mediasti- 
num to the same side, facilitate the diagnosis. 


9. Large pneumothoraces produce increased translucency 
on one side of the chest and therefore relative increase in 
density of the opposite side. The diagnosis is made simple 
by the complete absence of lung markings in the affected 
area (Fig. 8). 

10. Massive collapse of a lung may result in unilateral 
pulmonary veiling with deviation of the heart and 
mediastinum to the affected side. The usually oblique but 
straight course of the deviated trachea (unlike the usually 
curved course of fibrosis),° the elevation of the leaf of the 
diaphragm of the same side, and narrowed intercostal 
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spaces and ‘roof-tiling’ of the steeply sloping ribs, facilitates 
easy and obvious radiological recognition. 


IV. Causes of Unknown Etiology 

Penetrating stab wounds of the chest in Bantu patients® 
have from time to time been seen by myself and other radio- 
logical workers to produce unilateral total pulmonary 
veiling; but this has never been adequately explained. It 
js a temporary phenomenon which rapidly disappears. In 
view of the involvement in this appearance of the whole of 
one side of the chest it is thought that the explanation of 
‘contusion’ pneumonia is unlikely. As these cases are almost 
always accompanied by gross surgical emphysema and 
considerable external haemorrhage, I feel that blood collects 
in the tissue spaces kept apart by the emphysema and thus 
produces an appearance of increased density on the affected 
side. 


CONCLUSION AND SUMMARY 


Unilateral pulmonary veiling is a common radiological 
picture which does not appear to have been adequately 
discussed in the literature. A comprehensive analysis 
facilitates the differential diagnosis, but it would be well 
to remember some causes that are often neglected, such as 
poor positioning. Other conditions, such as pulmonary 
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embolus and penetrating stab wounds of the chest, might 
be far commoner causes than radiological and other literature 
would suggest. However, careful and detailed radiological 
analysis will almost always result in an accurate diagnosis. 
Unilateral pulmonary veiling may be due to a large number 
of causes but a detailed radiological and clinical investigation 
should overcome all difficulties of differential diagnosis. 


I wish to thank Dr. Josse Kaye, Chief Radiologist, for his 
advice and encouragement, Dr. J. Strasburg for og nag 
facilities that were granted me, and Mrs. Stopforth for the 


photography. 
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LIVER CIRRHOSIS AND PREGNANCY 
REPORT OF A CASE FOLLOWING SPLENO-RENAL SHUNT 


J. ADNo, M.B., B.Cu., 


Dir. O & G. (RAND) 


Department of Obstetrics and Gynaecology, University of the 
Witwatersrand, Johannesburg 


Pregnancy in association with hepatic cirrhosis or severe 
liver disease is a very infrequent occurrence. There are very 
few reports of such cases. 

Burslem et al.,) in 1952, reviewed the literature of liver 
cirrhosis and pregnancy and quoted 10 cases. The first 
case was reported by Scaglione*® in 1923. This patient had 
a profuse haematemesis during the second stage of labour 
and died 14 hours post-partum. The case described by 
Ashton® in 1934 had a severe post-partum haemorrhage 
followed by a profuse haematemesis. She died 6 months 
later, 33 days after a splenectomy was performed. 

Lascano and Pereyra‘ report a case with haematemesis 
in the 20th week of a 10th pregnancy in a woman aged 
37 years. The foetus died in utero, was macerated and weighed 
6 lb. 3 oz. at delivery. The patient had a very stormy 
puerperium, and on the 15th puerperal day had a haemate- 
mesis, and 4 days later succumbed to a further Jarge haemate- 
mesis. 

Burslem eft al. report a further 2 cases of their own in 
which there was no suggestion that pregnancy and the 
puerperium had any injurious effect on the health of the 
mother in either case. 

Slater® reports a case of pregnancy occurring in a woman 
aged 29 years, who had a coarse nodular cirrhosis of the 
liver. She delivered a 2,550-g. infant and thereafter de- 
teriorated and died one year later. No marked change 


in the hepatic function during this pregnancy was evident. 
The infant became jaundiced in the first 24 hours and this 
cleared on the 13th day. 

Mack® reports 2 cases of cirrhosis of the liver in pregnancy, 
the first case, a primipara 28 years old, with a biliary cirrhosis. 
This pregnancy was terminated at 32 weeks and a normal 
5 Ib. 4 oz. infant was delivered by Caesarean section under 
spinal anaesthesia. 

The second case was a multipara aged 27 years in whom 
a 16 weeks pregnancy was removed by hysterotomy. At 
operation the liver was found to be very small and hard, 
and inaccessible for biopsy. 

There is, however, to my knowledge no reported case 
where pregnancy has followed on either porto-caval or 
spleno-renal shunts. The object of this paper is to report 
a case of liver cirrhosis for which a spleno-renal shunt was 
done. This was followed by two pregnancies. 


CASE REPORT 


The patient was first seen on 12 July 1956. She was 24 years 
of age, a para. 1, grav. 2. Her last menstrual period was on 13 
February 1956, making her approximately 22 weeks pregnant. 
Her blood grouping was A, Rh negative. 


Previous Medical History 


In December 1949, she suffered from an intermittent febrile 
illness. No definite diagnosis was arrived at. Except for a leuco- 
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penia, all the investigations were negative. These included a 
barium meal, intravenous pyelogram and bone-marrow examina- 
tion. The attacks of recurrent fever have persisted until the present 
time. 

During February of 1953, after extraction of a tooth, she bled 
profusely from the socket. At that time the Hess test was positive. 
There were angiomata on the neck, chest and hands. Liver func- 
tion tests and bleeding and coagulation times were normal. The 
platelet count, however, was only 50,000 per c.mm. From about 
this period the patient started with attacks of purpura associated 
with menorrhagia and epistaxis. An enlarged spleen was found 
to be present. 

A splenogram revealed a marked ectasia of the portal vein. 
Following on this a splenectomy and spleno-renal shunt was 
performed. At operation markedly dilated veins were found at 
the hilum of the spleen, and a multilobular cirrhosis of the liver 
was present. A biopsy from the liver microscopically revealed 
the picture of a gross hepatic cirrhosis. A diagnosis of Banti’s 
disease was made. 

Post-operatively the platelet count was 278,000 per c.mm. Except 
for a post-operative pneumonia, the patient recovered well. 
There were no further attacks of purpura, although the inter- 
mittent attacks of pyrexia have persisted. 


Obstetrical History 


Within the first month of her marriage the patient conceived, 
and on 7 April 1955 a lower segment caesarian section was per- 
formed. Following on the operation, the patient was severely 
ill. She was sensitive to most drugs and lotions, and developed 
a severe allergic dermatitis, bordering on an exfoliative type. 
There was gross oedema of the vulva which persisted for some 
time. 


Present Condition 


Patient approximately 22 weeks pregnant. She feels extremely 
well and no abnormalities found at all. Hepatic function tests, 
bleeding and coagulation times and the blood picture were all 
within normal limits. She still suffered from intermittent attacks 
of pyrexia. The liver edge was not palpable, and there was no 
liver dullness to percussion. 

About 2-3 weeks after her first visit, she presented the picture 
of a threatened abortion, complaining of severe labour pains. 
She was confined to bed and in spite of fairly heavy sedation 
the pains persisted. At that time, a marked oedema of the lower 
limbs was noticed. In view of this, the liver function tests were 
repeated and found to be normal. The serum electrolytes were 
also done and were all within normal limits, except for a low 
serum sodium which was 118 mEq./Il. (Normal 135-152 mEq./1.) 

Disregarding the oedema, she was given a high salt intake 
with a dramatic disappearance of the pains. From then on the 
patient progressed extremely well and the oedema gradually 
— Subsequent serum-sodium values were within normal 
imits. 

There were no further incidents during the ante-natal period, 
the patient gaining 33 Ib. during her pregnancy. 

On her due date (20 November 1956) at 2.30 a.m. labour com- 
menced and progressed very well until 3.30 p.m. when the patient 
complained of continuous pain over the previous section scar. 
She was in very strong labour, the head was not engaged, mem- 
branes intact, and the cervix was 3+- fingers dilated. In view 
of the continuous pain, the theatre was prepared for a Caesarean 
section. As the patient was transferred to the theatre the mem- 
branes ruptured, and the patient appeared to be bearing down. 
On examination the head was now found to be engaged and on 
rectal examination it was well below the ischial spines. The 
cervix was fully dilated. 

Under cyclopropane analgesia a forceps delivery of a healthy 
female infant, weighing 7 Ib. 8 oz. was performed. The placenta 
was removed manually and exploration of the uterus revealed a 
very thin, broad, intact lower-segment section scar. 

Except for a mild pruritus, which was easily controlled, the 
puerperium was uneventful and the mother and child were dis- 
charged on the 10th postpartum day. 


DISCUSSION 


Endocrine changes associated with hepatic cirrhosis are 
well-known. Lloyd and Williams’ write on a series of cases 
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where endocrine studies were done on cases of Laennec’s 
cirrhosis. In the females there were alterations in the 
menstrual pattern, libido, body hair, the uterus and other 
target organs of oestrogen, including the breast. Seven of 8 
subjects who were in the reproductive age had menstrual 
abnormalities. Four of these patients had amenorrhoea, 
or infrequent bleeding. One ofthe cases aged 38 years had 
amenorrhoea for 8 months where endometrial biopsy showed 
an extremely atrophic endometrium. Following adequate 
therapy with good compensation of liver function, this 
patient again began to have cyclic menstrual periods. 

There was decrease of axillary hair and atrophy of the 
breasts in 5 of these 7 patients and chronic cystic mastitis 
in one. 

It is reasonable to assume that the infertility in women 
suffering from severe hepatic disease is due to the associated 
endocrine and general metabolic upset. 

The present case had no difficulty at all in conceiving. 
This might be due to the fact that, in spite of the histological 
picture, her hepatic function was well compensated. There 
was no indication of any deterioration in her condition. 
On the contrary, the patient seemed to improve as the preg- 
nancy progressed. The oedema present gradually disappeared 
while on the high salt intake. 

The episode of painful uterine contractions is interesting. 
The explanation of this is still very doubtful. An associated 
suprarenal failure as a cause of a low serum sodium is not 
very likely. 

The rarity of pregnancy in cirrhosis may be more apparent 
than real. The advent of fairly reliable tests has made the 
clinicians alert to the possibility of making an earlier diagnosis, 
and it is to be expected that reports of pregnancy in cirrhotic 
women will appear more frequently in future. The difficulty 
thus arises as to what advice to give these patients. If they 
appear to be fit and well compensated, there seems to be no 
indication for termination of the pregnancy. Unfortunately, 
however, a certain number of cases will appear in good health 
and liver function tests will not be indicative of gross liver 
pathology, nor will these cases suggest the presence of 
associated varices. These are the cases that are liable to 
have the unexpected haematemases. 

Hoffbauer et ai.,° in 1950, measuring simultaneously intra 
portal and intra-abdominal pressures in dogs, demonstrated 
that any act on the part of the animal which resulted in an 
increase in the abdominal pressure, such as defaecation, 
urination or vomiting, was reflected by an increase in pressure 
in the portal vein and inferior vena cava. The straining that 
accompanied vomiting resulted in the highest values ob- 
served. The rise of pressure after exercise was not significant. 
Ingestion of food produced a sharp rise in intra-abdominal 
pressure and an increase in the pressure of the portal and 
inferior vena-caval systems. In the majority of instances 
the portal pressure returned to normal within 2 hours. 

It is thus quite reasonable to expect a gradual rise of 
pressure in the portal system as the abdominal cavity is 
filled by the growth of pregnancy. This rise in portal blood 
pressure might well be the trigger mechanism causing the 
formation or rupture of oesophageal varices. Haemorrhoids 
which are often troublesome in pregnancy could be grossly 
aggravated in cases complicated by cirrhosis 

Individual consideration must be given to each case and 
no generalizations can be made. The case reports in the 
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literature show that liver cirrhosis, at least in not very ad- 
vanced stages, is compatible with uneventful pregnancy 
and labour, and that a very pessimistic attitude is not justi- 
fied. 

Where the pregnancy is allowed to proceed, a diet high 
in protein and rich in calories should be prescribed. Small 
frequent meals rather than large meals should be taken. 
Regular medical and obstetrical examinations are essential, 
and any deterioration in the patient’s condition should be 
assessed with a view to the termination of the pregnancy. 

The problem of premature induction of labour arises. 
The only possible advantage of this is that the length of 
time aggravating the portal hypertension is decreased. 
Strict bed rest in the latter stages of the pregnancy with the 
onset of spontaneous labour would most probably be much 
more advantageous than having to deal with complications 
arising out of unsuccessful premature inductions. 

Caesarean section should be performed only for obstetrical 
reasons or where urgent termination of the pregnancy is 
required. 

The patient should be well sedated during the first stage 
of labour and should not be allowed to strain, especially 
when full dilatation of the cervix is reached. Forceps de- 
livery should then be performed. The effect of the Valsalva 
manoeuvre on portal pressure is well known. Palmer,’ 
measuring the pressure in oesophogeal varices during this 
manoeuvre, demonstrated a rise of 150-265 mm. of water. 
This effect should obviously be avoided in hepatic cirrhosis 
and especially where a shunt operation has been performed. 

In the puerperium the patient should remain at strict rest 
and regular medical follow-up should be carried out. The 
value of antibiotics during labour and the immediate neo- 
natal period is doubtful. The problem of further pregnancies 
is a difficult one, but here again each case must be dealt 
with individually. The importance of full investigation 


S.A. TYDSKRIF vIR GENEESKUNDE 


1191 


during the non-pregnant state is stressed, particularly a 
barium swallow for the presence of oesophogeal varices. 
I feel that if these are demonstrated, future pregnancy is 
definitely contra-indicated. 


SUMMARY 


1. The literature of hepatic cirrhosis complicated by 
pregnancy is reviewed. 

2. There are very few cases reported in the literature. 

3. A case is reported where pregnancy followed on a 
spleno-renal shunt. 

4. The care of these cases is discussed and the problem 
of future pregnancies mentioned. 


I am indebted to Prof. O. S. Heyns for allowing me to publish 
this case. 


ADDENDUM 


During publication of this paper I received a letter from the 
patient informing me that she is again pregnant. 
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PERSISTENT APNOEA ASSOCIATED WITH SUCCINYLCHOLINE CHLORIDE* 


H. H. Samson, M.B.E., M.R.C.S. (ENG.), L.R.C.P. (LOND.) 
Part-time Anaesthetist to the S.A.R. and H., Johannesburg 


A great deal has been written about apnoea associated with 
succinylcholine chloride. The frequency of the condition is 
giving rise to controversy and apprehension. It is generally 
believed that sensitivity! to the drug is responsible; or a 
substance, mono-succinylcholine? which results when the 
relaxant undergoes a metamorphosis in the body; or that 
there is a lack of blood cholinesterase.*+* 

Having administered this extremely potent muscle relaxant 
in over 5,000 cases, and experienced these so-called apnoeas 
(I occasionally still do when my technique is at fault), I am 
firmly convinced that persistent apnoea arising from the 
drug per se and not from errors in technique, is so unlikely 
that it can be confidently ignored, and that the reported 
cases are not directly attributable to the drug. In view of 
the tremendous amount of experimental work that has been 
done in connection with this subject, I expect my views to 
receive hostile criticism. | However, my deductions are 


* Scoline is the brand hitherto used by the author. 


based exclusively on anaesthetized patients (as distinct from 
experimental animals). 

At the outset, it must be clearly understood that persistent 
apnoea falls into two distinct categories. One is due to 
reflex inhibition of the respiratory centre and will be referred 
to here as reflex apnoea. The other is due to delayed return 
in the tone of the respiratory muscles, and will be termed 
atonic apnoea. Reflex apnoea can readily be distinguished 
from atonic apnoea in the lightly anaesthetized patient by 
the fact that in the former condition the reflexes are present 
and brisk; while in the latter condition the reflexes are 
absent. 


REFLEX APNOEA 


Time and again in the anaesthetized patient to whom only 
a single average (50 mg.) dose of scoline has been adminis- 
tered, one has been able to demonstrate that haphazard 
pumping of the re-breathing bag is liable to cause undue 
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delay in the return of automatic respiration. There are 
many who may recollect similar types of apnoea which 
occurred before the advent of the muscle relaxants. Those 
of us who used the closed-circuit technique, especially with 
that powerful narcotic cyclopropane, were often mystified 
when this condition occurred even with the carbon dioxide 
absorber turned off. 

The mechanism of reflex apnoea appears to depend on 
over-distension of the alveoli due to too forceful pumping 
of the re-breathing bag, a form of hyperventilation. This 
interferes with the Hering-Breuer reflex,® and is facilitated 
by the relaxed muscles of the thoracic cage, which offer 
little resistance to insufflation of the lungs. It has been 
repeatedly confirmed that if over-distension is avoided by 
careful attention to the tidal volume (and not merely the 
minute volume), this phenomenon does not occur; nor does 
it occur with any method of respiration whereby the lungs are 
inflated by inspiratory recoil. Insufflation with the re- 
breathing bag is a common and convenient practice but not 
without ‘the danger of reflex apnoea. Another untoward 
side-effect occurs when the anaesthetist inadvertently fails 
to release the re-breathing bag immediately after insufflation; 
this embarrasses the recoil of the lungs, and after a while 
alveolar tension becomes raised. This produces reflex 
slowing of the pulse rate and a rise in the blood pressure. 
The unsuspecting anaesthetist will be of opinion that all is 
well. 


Treatment of Reflex Apnoea 


Since there has been no ‘over-scolinization’, the treatment 
is simple. Stop pumping the re-breathing bag, so as to avoid 
any further possible interference with the Hering-Breuer 
reflex, but maintain a clear airway. After a varying period 
of 1-3 minutes or more, depending on the degree of over- 
stretching of the alveoli, automatic breathing will com- 
mence, due to the recovery of the respiratory centre, which 
must now respond to the stimulus of accumulated C0,; 
there need be no anxiety during this interval about hypoxia 
if the patient has been adequately oxygenated (which we 
can assume), because hyperventilation was the causative 
factor. When automatic respiration commences after the 
‘knock-out’ blow of scoline, it will be observed that the 
excursions of the thoracic cage are shallow, and there is a 
temptation to assist respiration by squeezing the bag. This 
urge must be resisted—the respiratory muscles are still 
weak, and even a single forceful compression may again 
disturb the Hering-Breuer reflex. If there is any apprehension 
however, passive insufflation by recoil may be resorted to, 
such as by repeated pressure on the lower ribs. 


ATONIC APNOEA 


The second type of apnoea is more serious. The onset is 
usually delayed and in many cases is recognized only at the 
end of the operation. It is more likely to occur when scoline 
is used over long periods in strong concentration, to provide 
complete muscular relaxation (with the object of reducing 
shock and alleviating post-operative pain), and to facilitate 
the controlled method of insufflation of the lungs. 

It would appear that the grossly relaxed muscles, parti- 
cularly those of respiration, need time to regain tone. The 
anaesthetic may have been stopped long previously, and 
its effects worn off, yet the patient is unable to breathe or 
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talk, even though full consciousness has returned. Many a 
patient has testified to this terrifying experience. It seems 
that this inability results from excessive relaxation of the 
muscles concerned for long periods. Since the muscles of 
phonation are weaker, they take longer to recover and the 
inability to phonate often persists long after respiration has 
been resumed. A similar situation may arise with the milder 
and longer-acting relaxants such as ditubocurarine chloride 
and gallamine (Flaxedil), when used in large amounts and 
for long periods. Even full doses of antidote (neostigmine) 
may not result in spontaneous respiration—the paralysing 
effect of the relaxant has been neutralized but the antidote can 
have no effect on the restoration of muscle tone. The profound 
effects of scoline must be appreciated, and it is safest to 
administer it in dilute solution, preferably by intravenous 
drip. In this way the dosage can be accurately controlled 
by feeling the resistance of the re-breathing bag. If the drug 
is administered for long periods one finds that it is necessary 
to retard the rate of the drip as the operation proceeds, 
since the resistance of the bag takes longer to return. With 
the dosage thus controlled, there should be no undue delay 
in the recovery of muscle tone. 

Other important factors in assessing the dosage are: 

(a) muscularity—a muscular subject requires more; 
(6) age—infants and the aged need less; (c) general state of 
health—the toxic, the bed-ridden and the flabby also need 
less. 
As indicated above, a useful sign of adequate scoline 
dosage for complete muscular relaxation is the ease with 
which the re-breathing bag can be correctly compressed 
manually. The correct degree of compression is the pressure 
required to introduce the physiological tidal volume. The 
importance of this in general anaesthesia is lucidly explained 
by Cullen® (and stressed by the author’). It is in fact the 
only sure means whereby the subject receives the correct 
amount of gases, and rids himself of that which is not re- 
quired. Inadequately paralysed respiratory muscles resist 
compression of the bag, and produce a resistance which 
constitutes the indication for further dosage. In the absence 
of this feeling of the correct degree of resistance, the ad- 
ministrator should temporarily discontinue or slow the drip. 
It is essential that he train himself in the art of assessing 
the resistance of the bag with his hand. Furthermore, he 
must remember to release the bag abruptly after ventilation 
so that he does not hamper the expiratory recoil. 


Treatment of Atonic Apnoea 


The treatment of established apnoea arising from atonic 
respiratory muscles is the maintenance of the tidal volume 
in the presence of ample oxygenation, pending the recovery 
of muscle tone. Automatic respiration is shallow at its 
commencement, and the anaesthetist must be careful not 
to over-distend the alveoli when assisting respiration, lest 
he evoke the reflex type of apnoea; insufflation of the lungs 
produces a stretch of their elastic tissue, of the elements 
of the thoracic cage, and of the intercostal muscles. It is 
desirable therefore to refrain from further stretching these 
structures and to resort to other methods of artificial respi- 
ration instead. 

While resuscitative measures are in progress the patient 
should be repeatedly reassured that all is well and that the 
ability to breathe and talk will return. Apart from this the 
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less said the better; these patients have vivid recollections 
of what has transpired and a case has occurred in which the 
patient reported that bad language had been used during a 
heated discussion as to what was the cause of the apnoea. 

Persistent respiratory atonia after neutralization of a 
paralysing poison is exemplified in a case of snake-bite 
poisoning in which the venom has a predilection for the 
motor nerves and the sympathetic nervous system. The 
appropriate antidote may counteract the circulating toxins, 
but persistent paralysis of the muscles, including those of 
respiration, often results in grave hypoventilation. Artificial 
respiration must then be an essential part of the treatment, 
together with urgent measures to combat the concomitant 
hypotension. 


DISCUSSION AND CONCLUSION 


There is as yet no specific antidote for succinyl-choline 
chloride. Perhaps this is just as well. It may be fatal to 
rely on an antidote instead of directing one’s attention and 
efforts towards accurate control of muscular relaxation. 
The well-being and even the life of the patient lies in the 
palm of the anaesthetist rather than in the barrel of a syringe. 

The practice of general anaesthesia is not only a science 
but a highly specialized and complicated art. Success depends 
mainly on the ability of the anaesthetist to maintain the 
tidal volume of the subject as near to normal as possible, 
and the skill with which this is executed. 

In all humility, we must realize that, with the advent of 
the muscle relaxants, our speciality is being revolutionized, 
and we are being given the opportunity to achieve a better 
understanding of the physiology of respiration. Provided 
that we adhere to sound physiological principles, and apply 
them efficiently, the patient will derive the full benefits of 
modern anaesthesia—minimal narcosis (analgesia), minimal 
shock, and minimal post-operative pain and vomiting. If 
we stray (and we are not infallible) from these principles, 
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we shall be responsible for evoking many of the weird pheno- 


mena about which so much is being written. Indeed, our 
text-books on general anaesthesia are becoming bulkier, and 
in parts more incomprehensible, instead of smaller and 
simpler as is the case in other branches of medicine. 

The drugs used by the anaesthetist are potentially dan- 
gerous. They are dangerous because inevitably, and especially 
in an unconscious subject, a vital factor—the tidal volume— 
is affected. Therefore, those anaesthetists who feel that a 
drug is capable of producing unpredictable effects should 
adopt the practice of cautious physicians, and abandon the 
use of such a drug. 

However, some of us believe that the effects of the drugs 
which we use are predictable, and are not dangerous, pro- 
vided that the drugs are correctly administered. Scoline is 
an invaluable muscle relaxant and marks a memorable 
advance in the development of general anaesthesia. 

Surely it is time that we reassess our experimental findings 
and begin the teaching of modern anaesthesia on sound, 
logical and comprehensible lines, and cease making a scape- 
goat of potent drugs—the narcotic® and the relaxant! 


I wish to thank Mr. M. Arnold, fr for his help and 
encouragement in the preparation of this paper. I wish also to 
express my appreciation of the faith and = exhibited by 
the surgeons with whom I have worked. 
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CHIRURGIESE SKILDKLIERTOESTANDE: TOKSIES EN NEOPLASTIES* 
H. J. BessecAar, M.D. 
Pretoria 


Tiroksien, die inwendige sekreet van die skildklier wat direk in 
die bloedbaan uitgeskei word en na al die liggaamsselle gedra 
word, bestaan vir meer as helfte uit ’n jodium kombinasie. Sy 
werking is dié van ’n ontstekingsmiddel om in al die selle van die 
liggaam die metaboliese verbrandingsprosesse aan die gang te 
sit en te hou. 

Word daar meer sekreet as normaal deur die skildklier uit- 
geskei dan praat ons van hipertireoidisme, ’n toestand wat al 
gaandeweg tot ’n vergiftiging lei, en wat dan uiteindelik uitgebeeld 
word in die klassieke tireogene intoksikasie. 

Laat my toe om kortliks klem te lé op sekere aspekte van ons 
onderwerp. 


I. HIPERTIREOIDISME BY DIFFUSE KROP 


’n Pasiént het vooraf ’n normale hart-vaatstelsel en *n normale 
skildklier. Vanuit die hipothalamus, waar die outonome sentrale 
gesetel is, gaan ’n prikkel uit na die hipofisére voorkwab. Dié 
stoot oormatiglik ’n tireoid stimulerende hormoon uit, en hierdie 


° Voordrag gelewer as onderdeel van ’n simposium oor krop- 
toestande by ’n vergadering van die Tak Noord-Transvaal, Mediese 
Vereniging van Suid-Afrika. 


tireotrope hormoon kom soos *n sweep op die skildklier neer: 
hy piets en hy piets, en hy piets dag en nag aanhoudend. Dienten- 
gevolge gaan die skildklier in verhoogde tempo tiroksien produseer, 
hy gaan sy reserwes aan kolloid opgebruik, hy gaan prolifereer en 
vergroot, en hy gaan sonder tussenpose *n stroom van tiroksien 
in die bloedbaan loslaat. 

So kry ons die siektebeeld van Basedow of ,Grave’s disease’. 
Ek wil nie in herhaling van vorige sprekers tree nie: maar die 
liggaamsprosesse het voorwaar onder hierdie stortstroom van 
ontstekingsmiddel aan die brand geslaan, ’n onkeerbare brand, 
wat, aan homself oorgelaat, in die tireogene krisis die pasiént gaan 
uitbrand onder ’n temperatuur van 107-108-109°. Die pasiént 
eet en drink en kan nie genoeg kry nie, maar haar gewig neem 
steeds af omdat die verbrandingsprosesse die ekstra hoeveelhede 
kos-inname eenvoudig verteer. Onder hierdie hipermetabolisme 
word ’n bo-normale hitte in die liggaam geproduseer, en die 
pasiént kan gewone liggaamsbedekking snags nie meer verdra 
nie: komberse word opsy gestoot; die pasiént voel warm, en voel 
warm aan; haar vel word klam want simpatiese sweetmeganismes 
word bygehaal om verdamping te bevorder. Meer suurstof word 
vereis; respirasies word ietwat verhoog. En die barometer van 
suurstofverbruik, die sogenaamde basale metabolisme, gaan op. 

Ek gaan nie die beeld volledig skets nie. Bewegingsdrang met 
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rusteloosheid tot selfs in die slaap; tremor as teken van vergif- 
tiging: uitgesproke vermoeidheid ondanks groot ondernemingslus; 
uitpuil van die oé met retraksie van die boonste ooglede, of in ’n 
kwaadaardiger vorm met tranende oé: dit alles is u bekend. 

Maar ek wil wel nadruklik die kernsindroom van hierdie siekte- 
beeld beklemtoon, nl. die kardiovaskulére verskynsels. Hier het 
ons die spieélbeeld-weerkaatsing van wat tireogene intoksikasie 
eintlik vir die liggaam beteken. Deur arteriolére verslapping word 
die weerstand van bloedsomloop verminder en lé die bloedbaan 
wyd oop (verlaagde diastoliese druk). In hierdie wye netwerk 
stroom die bloed met bruisende vaart (soos ons aan die bruis- 
geruise oor die uitgesette skildklier-arteries kan hoor) in verhoogde 
volume en met kenmerkend versnelde golwe, want die origens 
normale hartspier is spesifiek deur tiroksien geprikkel tot krag- 
dadiger en vinniger sametrekkings. Ook die sigbare kapillére 
pulsasies aan die naelbed is *n maklike bevestiging van die wye 
deurstroming met bloed. Uitgesproke kenmerk bly die versnelde 
tempo wat selfs by ’n hoé galop-vaart nog steeds reé/matig bly. 
Hier het ons tireo-toksiese tachikardie. 

En dit is die kern van die siektetoestand. Net soos ’n resiesperd 
hom morsdood sal hardloop aan uitputting, so bly die vinnige 
pols van hierdie pasiént reélmatig totdat uiteindelike fisiologiese 
uitputting van die hartspier tot dekompensasie en hart-dilatasie 
lei, en dan eers tot pols-onreélmatighede. 

Klinies 

Omtrent die intensiteit van die intoksikasie, net dit: vir my 
skuil die grootste waarde in die kurwe van die liggaamsgewig, en 
in die slapende polstelling, meer nog as in basaal metaboliese 
bepalings. 


Terapie by Diffuse Toksiese Krop 


Ons is besig met die oorweging van hipertireoidisme by diffuse 
krop. Wat van die terapie? Geneesmiddels is ontdek wat die 
tiroksien-produksie kan onderdruk. 

Eerstens die tio-uracil-groep wat die ensiematiese verwerking 
van jodium tot die eiwitkombinasie tiroksien in die skildklierselle 
teégaan. Dit het die nadeel dat die klier self onder verhoogde 
tireotrope hormoonprikkeling voortgaan om te prolifereer, en 
bros en veral bloedryker word, almal storende faktore vir bykom- 
stige operasic. Blywende genesing is ‘n langtermyndoktery, 
miksedeem mag daaruit volg. 

Beter dus die gebruik van radio-aktiewe jodium, per mond 
gegee. Jodium word skaars deur ander liggaamsweefsels opgeneem 
('n bietjie deur die speekselkliere en ’n bietjie in bronchiale sekreet), 
maar word gulsig deur die tireoidselle selektief opgeéis, terwyl 
sy oormaat deur die urine uitgeskei word. Dus, as jodiumoplos- 
sing radio-aktief gelaai word, word hy gedeponeer in die tireoidselle 
waar sy B-strale die epiteel sal vernietig, gevolg deur fibrose. 
Sodoende kan hipertireoidisme onderdruk word, en die hollende 
hart, wat vooraf normaal was, tot normaal terugkeer, en die 
pasiént kan genees word. 

U sal my vra, wat van operasie by hipertireoidisme by diffuse 
kroptoestande? My antwoord is tweérlei. Eerstens, waar radio- 
aktiewe jodium nie volkome genesing bring nie. En tweedens; 
wel, vra die interniste. 

U sal my vra waarom ek so uitgewy het oor die beeld van hiper- 
tireoidisme, as die behandeling by diffuse kroptoestande so non- 
chirurgies geword het? Die rede is, dat ons dieselfde sindroom sal 
teékom by nodulére kropsoorte waar chirurgie op die voorgrond 
gestel moet word. 


Il. KANKER VAN DIE SKILDKLIER 


Nou gaan ek wegspring van hierdie tema en die kwessie van 

karsinoom eers afhandel, want dit sal my later by die nodulére 

kropsoorte ’n kortpad ooplaat. 

Pan sien by kankers van die skildklier hoogs selde hipertireoi- 
sme. 

Waarin verskil karsinoom van die skildklier van kankers elders 
in die liggaam? Op twee maniere: 

1. Skildklierkankers toon ‘n toenemende maligniteitsneiging 
met toenemende jare. Van kankers elders in die liggaam neem 
ons aan dat hoe jonger die pasiént, hoe slegter die prognose. 
Hier is dit andersom: op hoér ouderdom is die vooruitsigte slegter, 
selfs vir die papillére, die mees gunstige vorm, soos ons dadelik sal 


sien. 
2. Skildklierkanker neig tot ’n sloergang oor baie jare. Hy 
groei deurgaans op sy gemak, en dit ondanks sy uitsaaineiging. 
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Histologies word drie groepe onderskei, wat egter ook in hul 
kliniese verloop uiteenloop, en wat, ondanks die mengvorme, ons 
aandag verdien. 

Twee groepe hoort tot die gedifferensieerde vorm— 

A—die papillére karsinoom 
Bedie follikulére karsinoom 

en die derde groep is ongedifferensicerd, en dit is 
C—die anaplastiese karsinoom. 


A. Die Papillére tipe 


Die Histologie: ‘n Skildklier-patroon is in die histologiese beeld 
behou, maar die acinére epiteel het met wyd en syd oordrewe 
prolifererende vertakkings en instulpings ‘n papillér-vlokkige 
uitgroeiing gegee; en kolloidopgaring is skaars. 

Die papillére tipe 

(i) Het uitgesproke neiging tot limfuitsaaiings, so uit- 
gesproke dat die klein en omskrewe primére haard 
dikwels okkult bly (sg. laterale aberrante tireoid karsi- 
noom en sg. branchiogene karsinoom). In 90° is die 
haard ipsilateraal gevind, in 10% kontralateraal. 

(ii) Haematogene uitsaaiings na longe, of skelet kom voor; 
is relatief seldsaam. 

(iii) Kom op alle leeftyd voor, maar is by uitstek die tipe 
van jonger leeftye, vanaf 40 af tot en met jeugdige jare. 

(iv) Is die mees frekwente tipe van tireoidkarsinoom (50°% 
van alle tireoidkankers). 

(v) Sy verloop is langsaam; hy is die mins maligne tipe; hy 
groci op sy gemak en gee, behalwe op hoér ouderdom, 
gunstige prognose. 

Operasie met hemitireoidektomie plus limfklierontruiming 
(deur sommige profilakties vereis waar geen kliere tasbaar nie) 
hoort miskien ook die superior mediastinale kliere meer in ag te 
neem. Weens X-straalgevoeligheid is nabehandeling aangewese.* 


B. Die Follikulére Tipe: 


Die Histologie: Hier is daar *n werklike nabootsing van follikel- 
formasie met kolloidbevattende epiteliale sakke. Die graad van 
differensiasie kan dus amper die beeld van normale skildklier- 
weefsel toon en dit is hier waar die patoloog bepaalde mikro- 
skopiese kenmerke van maligniteit moet opspoor (vgl. ,angio- 
invasive adenoma’, of metastaserende benigne agenoom van 
Cohnheim). 

Die follikulére tipe 
(i) Het uitgesproke neiging tot haematogene uitsaaiings, 
en soms kan ’n groot solitére beenmetastase die presen- 
terende siektetoestand wees. 
(ii) Limfogene uitsaaiings kom voor; meesal by mengvorme. 
(iii) Die follikulére tipe word drie maal soveel by vroue as 
mans gesien en oorweeg vanaf die middeljare tot hoér 
leeftyd. 
(iv) Hy kom omtrent helfte so dikwels voor as die papillére 
tipe, dus in 25%, van gevalle. 
(v) Sy groeineiging is in driekwart van gevalle omskrewe en 
beperk, maar in een kwart ook penetrerend en infiltrerend. 

Die belangrike feit bly, dat, al leen hy hom by omskrewe vorme 
dikwels tot chirurgiese reseksie, daar tog nog by 50% van hierdie 
gevalle bloedmetastase is, wat om daardie rede sy prognose tot 
genesing af bring. 


C. Die Ongedifferensieerde Karsinoom 


Die Histologie: Hier is die tireoidbeeld totaal vervang deur 
ee van ongedifferensieerde anaplastiese hoogs maligne 
selle 

Die ongedifferensieerde tipe het met sy aktiewe maligniteitsgraad 
neiging tot: 

(i) beide bloed- en limfuitsaaiings; 

(ii) infiltratiewe groei, sonder afbakening, tot in alle omge- 
wende strukture, en is dus by uitstek die tipe wat klinies 
as karsinoom erken word; 

(iii) hy kom nie op jonger leeftyd voor nie, en beide geslagte 
word aangetas. 

Hy is die vinnig groeiende karsinoom met weinig operatiewe 
vooruitsig, en met slegte prognose en hoé mortaliteit, en maak 


* Volgens Crile se jongste bevindings is blokdisseksie van 
limfkliere by die papillére tipe ondoelmatig en onnodig. Groot 
doserings tireoid tablette sou effektief wees. 


23 Nov 


omtrent 
bestralins 
Die pr 
van die 
gevalle o 


Gediffere 
Papillé 
Follik 


Ongediff 
(45 ge 


aanvoel. 


van hi 
van ge 
voor ¢ 
nodule 

Wat 
toon 
as 5% 
meer ¢ 
is stee 
by die 
karsin 

Daa 
chirur 


Hoe dia; 
1. Ha 
noodwet 
nodule | 
Verder 
Riedel s 
van die 
selle tir 
2. Be 
die gesv 
kieste e 
van "nt 
3. Or 
maar 
bloedin: 
4. He 
bo aan 
selde o 
stande 
5. Sl 
Die | 
het van 
diagnos 
6. In 
7. D 
8. G 
9. U 
U si 
van ka 
siektet« 
tipe in 
Is di 

Follo 
of th 

Hall, 
Prese 
Bo 
Ca, 
Ca 
Dr. J 


1957 


in hul 
le, Ons 


 beeld 
‘drewe 
okkige 


> uit- 
haard 
karsi- 
is die 


voor; 


€ tipe 
are. 
(50% 


ve; hy 
rdom, 


iming 
r nie) 

ag te 
vese.* 


llikel- 
1 van 
klier- 
likro- 
ngio- 

van 


lings, 
esen- 
orme. 
ue as 
hoér 
illére 
ve en 
rend. 
orme 


erdie 
e tot 


deur 
ligne 
‘aad 

mge- 
inies 
agte 


iewe 


van 
root 


23 November 1957 


omtrent 25% van alle tireoidkankers uit. 
bestraling word aangewend. 

Die prognose van die drie groepe spreek duidelik uit ’n oorsig 
van die Massachusetts-hospitaal wat 180 behandelde karsinoom- 
gevalle oor 20 jare dek: 


Pogings met x-straal 


5 jaar 10 jaar 20 jaar 
Gedifferensieerd: 
Papillér (89 gevalle) 60°% 45% 
Follikulér (45 gevalle) ..B 71% 48% 24% 
Ongedifferensieerd: 
(45 gevalle) coke. 17% 17% 


Hoe diagnoseer ons tireoid-kanker ? 


1. Harde knobbel: maar kanker van die skildklier hoef nie 
noodwendig hard aan te voel nie. En andersyds mag ‘n kolloide 
nodule wat onder spanning gevul is ook relatief hard aanvoel. 
Verder mag verkalking in ‘n kolloide knobbel hard aanvoel. 
Riedel se fibreuse tireoiditis is ’n baie harde patologiese verandering 
van die skildklier, wat somtyds eensydig begin. Selfs die reuse- 
selle _— van de Quervain kan aanvanklik betreklik hard 
aanvoel. 

2. Belangrik is die betreklik vinnige toename in die grootte van 
die geswel. Hier wil ek daarop wys dat bloeding in ‘n kolloide 
kieste een van die veelvuldigste oorsake is van skielike vergroting 
van ’n nodule in die skildklier. 

3. Ontwikkelende pyn mag ’n aanduiding van karsinoom wees, 
maar dit is ’n laat teken. Pyn word nogal dikwels gesien waar 
bloeding in ’n kolloide kieste plaasvind. 

4. Heesheid: Ja, hier is ‘n belangrike teken. Hy staan amper 
bo aan die lys van kenmerkende tekens van karsinoom, en word 
selde of hoogs sporadies waargeneem by ander patologiese toe- 
stande van die skildklier. 

5. Slukbesware, ook kenmerkend, maar ook ’n laat teken. 

Die bogenoemde simptome en tekens mag aanduidend gewees 
het van karsinoom maar is nie afdoende nie. Afdoende word die 
diagnose klinies eers beklink as die volgende bykom: 

6. Infiltratiewe groei. 

7. Dispnee. 

8. Gewigsverlies. 

9. Uitsaaiings. 

U sien dus dat al die spesifieke klinies-diagnostiese kenmerke 
van kanker van die skildklier as gevorderde tekens van hierdie 
siektetoestand moet geld (met uitsondering alleen van die papillére 
tipe in jonger jare). 

Is dit te verwonder dat die groot statistieke vir ons toon dat 
van histologies erkende karsinoom van die skildklier slegs 45° 
van gevalle vooraf klinies as sulks erken was. Daarmee word ons 
voor die groot probleem gestel van die interpretasie van enige 
nodule in die skildklier. 

Wat hierdie probleem betref sal ek slegs saamvat: Statistieke 
toon dat karsinoom in multi-nodulére kroptoestande in minder 
as 5% gevind word, terwyl kanker in enkelvoudige nodules in 
meer as 15°% gevind word. °’n Solitére nodule voor die puberteit 
is steeds en altyd hoog verdag van karsinoom, en solitére nodules 
by die volwasse manlike geslag bly ook betreklik sterk verdag van 
karsinoom. 

Daarom bly dit my oortuiging dat nodulére kropsoorte steeds 
chirurgiese oorweging sterk verdien, terwyl alle solitére knobbels 
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verpligtend chirurgiese behandeling behoort te kry. Vir die nodulére 
krop bestaan daar bowendien geen mediese behandeling nie. 


Ill. NODULERE KROP EN HIPERTIREOIDISME 


En nou die laaste vraagstuk van ‘hierdie tema: hipertireoidisme 
by nodulére kropsoorte. °‘n Nodulére krop mag vir baie jare, of 
selfs vir altyd non-toksies bly. Dis glad nie seldsaam dat so ’n 
krop na 15 of meer jare eers toksiese verskynsels gee nie. Sy neiging 
om na-middeljarig toksiese tekens te openbaar, soms met hart- 
spierskade, soos dadelik sal blyk, is ‘n faktor van betekenis. 

Ons sal op twee beelde van toksisiteit let: 

(a) Hier het ons ’n vooraf patologiese skildklier wat hiperaktief 
word by ’n vooraf normale kardio-vaskulére stelsel. Die beeld 
wat ons kry is ’n floue afgietsel van die simptome en tekens wat 
ek aanvanklik bespreek het onder hipertireoidisme by die toestand 
van Basedow se siekte: daar is *n matige tireotoksiese tachikardie, 
matige eksophtalmos, matige tremor, geringe gewigsverlies ens., 
ens. Hierdie toestand van hipertireoidisme kan goed onderdruk 
word met jodium-behandeling en sou met radio-aktiese jodium 
permanent kon besleg word. Maar die feit bly, dat, ook nadat die 
pasiént omskep is tot eutiriodie, daar nog steeds die nodule in sy 
skildklier bly sit. Met ander woorde, ons kom tot die reeds 
afgehandelde vraagstuk van die nodule in die skildklier en sy 
miskenning met kanker. Durf ons daardie nodulére krop so laat 
of nie? My antwoord het ek reeds gegee. 

(b) Hier het ons ’n vooraf-patologiese skildklier én *n vooraf- 
patologiese element in die kardio-vaskulére stelsel. Dit geld persone 
wat deurgaans na-middeljarig is, wat vooraf een of ander klein 
skade-effek aan hulle hartspier of vaatstelsel deurgemaak het. 
Daar mag as gevolg van vorige reumatoide aandoenings ’n klein 
bietjie hartspier-skade wees; daar mag as gevolg van koronére 
sklerose hartspier-kwesbaarheid wees; daar mag as gevolg van 
verkalkte arteries "n progressiewe neiging tot hipertensie wees. 
Kortom, ons het hier te doen met *n kwesbare kardio-vaskulére 
stelsel. 

Onder die term ,thyro-cardiac’ is vroeér ’n siektebeeld beskryf 
waar dergelike pasiénte as gevolg van net ‘neffens oorfisiologiese 
uitskeiding van tiroksien deur die normale skildklier permanente 
hartspier-skade ontwikkel. 

Hier geld dieselfde. Die nodulére krop word effentjies aktief, 
en skei net daardie klein skeutjie van ekstra tiroksien bo die 
normale, af wat die kwesbare kardiovaskulére stelsel en veral die 
hartspier tref. Onder hierdie prikkel kan permanente hartspier- 
skade tot stand kom. Hierdie pasiénte presenteer dan ook deur- 
gaans met aanduidings van subjektiewe hartklagte, wat s/uipend 
ontwikkel en bedrieglik mag voordoen. Die kenmerk hier is nie 
*n toestand van tachikardie as gevolg van geringe oor-aktiwiteit 
van die skildklier nie, maar eerder van pols-onreélmatighede. 
Tireo-toksiese fibrillasie staan dus hier op die voorgrond. Hierdie 
siektetoestand is betreklik seldsaam, maar is, weens sy sluipende 
verloop geredelik oor die hoof te sien. En dan lei hy tot onherstel- 
bare hartspierskade. 


Terapie by Nodulére Toksiese Krop 


As ‘’n nodulére krop toksiese verskynsels gee (,hot nodule’) 
is sy hipertireoide effekte somtyds medikamenteus te onderdruk, 
maar dikwels minder suksesvol as by die diffuse krop. 

Na voorafgaande mediese behandeling behoort alle toksiese 
nodulére kropsoorte chirurgies versorg te word. 


MINUTES OF A MEETING OF THE FEDERAL COUNCIL OF THE MFDICAL ASSOCIATION 
OF SOUTH AFRICA, HELD AT DURBAN ON 11, 12 AND 13 SEPTEMBER 1957 


Following are the Minutes of a Meeting of the Federal Council 
of the Medical Association of South Africa, held at B.E.S.L. 
Hall, Old Fort Road, Durban, on 11, 12 and 13 September 1957. 


Present: 

Border Branch: Dr. J. K. McCabe, Dr. R. Schaffer. 

Cape Midlands Branch: Dr. A. P. Albert, Dr. L. E. Lane, 
Dr. R. A. Moore-Dyke. 

Cape Western Branch: Dr. J. C. Coetzee, Mr. J. A. Currie, 
Dr. J. S. du Toit, Dr. M. Helman, Mr. J. D. Joubert, Mr. T. B. 


McMurray, Mr. J. A. S. Marr, Dr. P. F. Oats, Dr. A. G. Paterson, 
Dr. J. H. L. Shapiro, Dr. A. W. S. Sichel, Dr. L. Slabbert, Dr. 
A. A. Zabow. 

East Rand Branch: Mr. D. E. Mackenzie, Dr. M. Segal, Dr. 
E. W. Turton. 

Griqualand West Branch: Mr. N. Kretzmar. 

Natal Coastal Branch: Dr. A. Broomberg, Dr. S. Disler, Dr. 
H. Grant-Whyte, Dr. N. A. Rossitter, Mr. A. G. Sweetapple, 
Dr. A. B. Taylor. 

Natal Inland Branch: Mr. B. A. Armitage, Dr. T. H. Whitsitt. 
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Northern Transvaal Branch: Dr. J. H. Casewell, Dr. C. M. 
Grundlingh, Dr. J. H. Struthers, Dr. W. Waks, Dr. F. Ziady. 

O.F.S. and Basutoland Branch: Dr. F. Hagen, Dr. D. Serfon- 
tein, Dr. R. Theron, Dr. G. F. C. Troskie. 

Southern Transvaal Branch: Dr. C. Adler, Dr. A. L. Agranat, 
Dr. N. E. C. de la Hunt, Mr. W. Girdwood, Dr. J. Gluckman, 
Dr. S. C. Heymann, Dr. H. Penn, Dr. T. Radloff, Dr. L. S. Robert- 
son, Dr. T. Schneider, Dr. M. Shapiro, Dr. L. O. Vercueil, Mr. 
J. Wolfowitz. 

South-West Africa Branch: Dr. W. E. K. Loening. 

Vaal River Branch: Dr. W. Chapman. 

In Attendance: Dr. A. H. Tonkin (Secretary), Dr. L. M. Mar- 
chand (Associate Secretary), Dr. P. D. Combrink (Assistant 
Secretary, Transvaal). 

Observer: Dr. T. Shadick Higgins (Editor). 


WEDNESDAY, 11 SEPTEMBER 


The Secretary declared the meeting open at 10.20 a.m. and, re- 

minding members that this was the first meeting of a new trien- 

nium, he invited nominations for the post of temporary Chairman. 

It was proposed by Dr. Sichel, seconded by Dr. Broomberg, 

that Dr. Schaffer be temporary Chairman. There were no other 

—— and Dr. Schaffer was declared elected and took the 
air. 

1. Notice Convening the Meeting, published in the Journal of 
3 August 1957, was taken as read. 

2. Proxies and Apologies: The Secretary announced Proxies 
as follows: Dr. W. E. K. Loening to act for Dr. W. H. G. Kuschke; 
Dr. A. H. Tonkin to act for Dr. A. Landau; Dr. J. S. du Toit to 
act for Dr. J. H. Dommisse; Dr. R. A. Moore-Dyke to act for 
Dr. M. A. Robertson. 

Apologies were noted from Dr. L. L. Alexander, Dr. A. Landau, 
Dr. M. A. Robertson and Dr. L. R. L. Solomon. 

A telegram of good wishes from the President and members 
of the East Rand Branch was also read and noted. 

3. Introduction of New Members: Dr. Schaffer asked that 
senior members of the Branches introduce new members of 
Council. 

Dr. Sichel introduced Drs. J. C. Coetzee, M. Helman, P. F. 
Oates, A. G. Paterson, J. H. L. Shapiro, L. Slabbert and A. A. 
Zabow, representing the Cape Western Branch. Dr. Agranat 
introduced Mr. W. Girdwood and Drs. N. E. C. de la Hunt and 
H. Penn, representing the Southern Transvaal Branch. Dr. 
Struthers introduced Drs. J. H. Casewell and C. M. Grundlingh, 
representing the Northern Transvaal Branch. Dr. Grant-Whyte 
introduced Mr. A. G. Sweetapple, representing the Natal Coastal 
Branch. Dr. Theron introduced Dr. F. Hagen, representing the 
O.F.S. and Basutoland Branch. Mr. Armitage introduced Dr. 
T. H. Whitsitt, representing the Natal Inland Branch. Dr. Turton 
introduced Mr. D. E. Mackenzie, representing the East Rand 
Branch. Dr. Lane introduced Drs. A. P. Albert and R. A. Moore- 
Dyke, representing the Cape Midlands Branch. Dr. Schaffer 
introduced Dr. J. K. McCabe representing the Border Branch, 
Mr. N. Kretzmar representing the Griqualand West Branch, 
and Dr. W. E. K. Loening representing the South-West Africa 


Branch. 

4. Election of Chairman of Council: Dr. Schaffer called for 
nominations. 

Dr. Sichel said that it gave him great pleasure to propose Dr. 
Struthers to be Chairman of Council. This was seconded by 
Dr. Schneider. There were no other nominations, and Dr. Schaffer 
declared Dr. Struthers to be duly elected. He referred to the 
service which Dr. Struthers had rendered to the Association 
during the past years, and congratulated him on his appointment. 
Acclamation. Dr. Sichel then invested Dr. Struthers with the 
badge of office. 

In reply, Dr. Struthers thanked the members for the confidence 
shown in him, and referred particularly to Dr. Sichel whom he 
had succeeded in office, and the many years which Dr. Sichel 
had devoted to the service of the Association, and especially 
to the last twelve years during which he had served as Chairman 
of Council. 

Dr. Grant-Whyte as President, and Dr. J. S. du Toit as im- 
mediate Past President of the Association, both spoke of the 
work done by Dr. Sichel and the high regard in which he was 
held by all. At the conclusion of his address, Dr. du Toit called 
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for a vote of thanks to Dr. Sichel, which was Carried by members 
rising amid Acclamation. 

5. Gift from the British Medical Association: Dr. Struthers 
referred to the recent visit of Dr. Wand, the Chairman of Council 
of the British Medical Association, and to the gift which he had 
brought from that Association in the form of a gavel and block 
carved from a mulberry tree which stood in the grounds of B.M.A. 
House which had been built on the site of the home and garden 
of the author Charles Dickens. He asked Dr. Sichel to report 
further in regard to this matter. 

Dr. Sichel stated that he had received the gavel from Dr. Wand 
on behalf of the Association and had expressed to him the As- 
sociation’s appreciation of this gesture of goodwill. 

Dr. Sichel went on to thank the President and the immediate 
Past President for their kind remarks, and in expressing his thanks 
he particularly mentioned the work which Dr. J. H. Harvey 
Pirie had done in remaining on Federal Council in the role of 
immediate Past Chairman of Council for a period of twelve 
years in spite of illness and a desire for rest. He praised Dr. 
Pirie’s diligence and loyalty, and proposed that a vote of thanks 
be passed to him. This was seconded by Dr. Gluckman and 
Carried with Acclamation. 

6. Election of Vice-Chairman of Council: The Chairman 
called for nominations for this position. 

Mr. McMurray proposed Dr. Turton and was seconded by 
Dr. Ziady. 

Dr. M. Shapiro proposed Dr. Schaffer and was seconded by 
Mr. Wolfowitz. Dr. Schaffer said that he would allow his name 
to stand, but he would prefer Dr. Turton to be elected. 

A ballot vote was taken, Drs. Lewis Robertson and Combrink 
acting as scrutineers. As the result of the count, the Chairman 
announced that Dr. Turton had been elected Vice-Chairman 
of Council. Acclamation. 

Dr. Turton expressed thanks for the confidence shown by 
Council in electing him as Vice-Chairman and said that he hoped 
he would be able to carry out his duties and assist the Chairman 
as far as possible. 

7. Election of Vice-President/President-Elect: Dr. M. Shapiro 
proposed Dr. Schaffer and was seconded by Mr. Sweetapple. 
There were no other nominations and Dr. Schaffer was declared 
elected, amid Acclamation. 

Dr. Schaffer thanked the Council for the honour bestowed 
on him, which he felt was also an honour to his Branch. 

8. Appointment of Honorary Treasurer: The Chairman called 
for nominations. 

Dr. du Toit proposed Mr. Joubert and was seconded by Mr. 
Armitage. There were no other nominations and Mr. Joubert 
was declared elected, amid Acclamation. 

9. Appointment of Secretary of Council: Dr. Vercueil proposed 
Dr. Tonkin and was seconded by Dr. Gluckman. It was Agreed 
with Acclamation that Dr. Tonkin continue as Secretary of Council. 

10. Election of Executive Committee: Council was reminded 
that it was usual that not more than three members of the Execu- 
tive Committee be elected from any one Branch, and that in 
addition to the five ex officio members of the Committee, five 
were to be elected. 

The nominations received were as follows: Mr. Currie was 
proposed by Dr. Sichel, seconded by Mr. McMurray; Dr. M. 
Shapiro was proposed by Dr. Gluckman, seconded by Mr. Wolfo- 
witz; Mr. Armitage was proposed by Dr. Disler, seconded by 
Dr. Whitsitt; Dr. Ziady was proposed by Dr. Waks, seconded 
by Dr. Casewell; Dr. Broomberg was proposed by Dr. Rossiter, 
seconded by Dr. Disler; Dr. L. S. Robertson was proposed by 
Dr. Agranat, seconded by Dr. Vercueil; Dr. Schaffer was proposed 
by Dr. Sichel, seconded by Dr. Struthers; Dr. Theron was pro- 
posed by Dr. Sichel, seconded by Dr. Troskie; Mr. Sweetapple 
was proposed by Mr. McMurray, seconded by Mr. Marr. 

A ballot vote was taken, Mr. McMurray and Dr. Combrink 
acting as scrutineers. ‘ 

During the count, the Chairman announced that certain addi- 
tional Annexures to the Agenda had been tabled and that as 
they had not been scrutinized by the Executive Committee, per- 
mission was sought from Council for them to be handed out. 
The relevant papers were: (a) a memorandum from the General 
Practitioners’ Group for information only; (6) a memorandum 
concerning negotiations between the Mines Benefit Society 
the Southern Transvaal Branch; (c) a memorandum on the forth- 
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coming conference concerning ophthalmologists and optometrists 
which had apparently emanated from the Transvaal Sub-Group 
of the Ophthalmological Society. Council Agreed that the papers 
be distributed. 

The Chairman stated that the ballot vote had resulted in Mr. 
Currie, Dr. Robertson, Dr. Schaffer and Dr. Theron being elected 
to the Executive Committee, and that there had been a tie between 
Dr. M. Shapiro and Mr. Armitage. A further ballot vote was 
taken. As a result of this vote, the Chairman declared Mr. Armi- 
tage to be elected. Acclamation. 

11. Election of Federal Ethical Committee: The relevant 
By-Law was read and the Chairman called for nominations. 

Dr. Schneider was proposed by Dr. Robertson, seconded by 
Dr. Vercueil; Dr. Robertson was proposed by Dr. Agranat, 
seconded by Dr. Gluckman; Dr. Broomberg was proposed by 
Dr. Rossiter, seconded by Mr. Armitage; Dr. Sichel was proposed 
by Dr. Theron, seconded by Dr. Vercueil; Dr. Lane was pro- 
posed by Dr. Robertson, seconded by Dr. Schaffer; Dr. J. H. L. 
Shapiro was proposed by Dr. Zabow, seconded by Dr. Slabbert; 
Dr. Troskie was proposed by Mr. Currie, seconded by Dr. Hagen. 
Dr. Robertson asked permission to withdraw his name. Agreed. 

As the result of a ballot vote, the Chairman declared that 
Drs. Broomberg, Lane, Schneider, Sichel and Troskie were elected. 
This was Noted with Acclamation. 

12. Election of Central Committee for Contract Practice: The 
Chairman explained the method of election of this Committee 
which had been decided by Council two years previously, whereby 
the individual Branches, through their Federal Councillors, 
nominated members to this Committee on a proportionate basis. 

Dr. Sichel announced that the Cape Western Branch members 
nominated Mr. McMurray, Dr. J. H. L. Shapiro, Dr. Zabow 
and Dr. Paterson; Dr. Agranat stated that the Southern Transvaal 
Branch members nominated Mr. Girdwood, Dr. Vercueil, Dr. 
L. S. Robertson and Dr. Gluckman; Dr. Taylor stated that the 
Natal Coastal Branch nominated Dr. Broomberg and Dr. Ros- 
siter; Dr. Ziady announced that the Northern Transvaal Branch 
nominated Dr. Casewell and Dr. Lawrance; Dr. Schaffer an- 
nounced that the Border Branch members nominated Dr. Alex- 
ander; Dr. Theron stated that the O.F.S. and Basutoland Branch 
members nominated Dr. Serfontein; Dr. Turton announced that 
the East Rand Branch members nominated Mr. Mackenzie; 
Dr. Lane stated that the Cape Midlands Branch members nomin- 
ated Dr. Albert. The Chairman pointed out that the smaller 
Branches were entitled to three representatives, and he suggested 
that one of these be appointed from the Vaal River Branch. 
Council then Agreed that Dr. Chapman be nominated as the 
representative of the Vaal River Branch. Only one other nomina- 
tion, that of Mr. N. Kretzmar, was received. 

The Chairman then announced that the persons nominated as 
above were declared elected and that no ballot vote would be 
necessary. 

Dr. Sichel suggested that the Committees which had been 
elected should meet during the sessions of Federal Council in 
order to elect their own Chairmen. Council Agreed. 

13. Election of Parliamentary Committee: The Chairman 
asked whether Council would agree that the Committee be com- 
posed as before, of the Executive Committee members in the 
Transvaal together with the Federal Council members in Pretoria. 

Dr. Sichel pointed out that during the Parliamentary Session 
it was usual for the Executive Committee members in Cape Town 
to act on behalf of the Committee, should any representations 
have to be made to Parliament. 

It was proposed by Mr. Wolfowitz, seconded by Dr. Waks, 
that an additional member of the Southern Transvaal Branch 
and of the East Rand Branch be elected to the Committee. On 
being put to the vote, this was Lost by 21 votes to 23. 

It was then proposed by Dr. Sichel, and Council Agreed, that 
the Committee be elected as before. The members of the Parlia- 
mentary Committee are thus Dr. J. H. Struthers, Dr. E. W. Tur- 
ton, Dr. L. S. Robertson, with Dr. J. H. Casewell, Dr. C. M. 
ae Dr. W. H. Lawrance, Dr. W. Waks and Dr. F. 

iady. 

14. Minutes of the Meeting held in Johannesburg on 27, 28 
and 29 March 1957, were Confirmed and Signed, on the proposal 
of Dr. Gluckman, seconded by Dr. Agranat. 

15. Honours: As a matter of urgency, it was requested that 
consideration be given at this stage to the award of certain 
honours, in order that the names of the recipients of awards 
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might be published in the programme for the Opening Ceremony 
of Congress and the Adjourned Annual General Meeting of the 
Association. Council Agreed. 

The Secretary referred to the Rules for the award of the Bronze 
Medal, stating that not more than four Medals could be awarded 
in any one year. He pointed out that two had been awarded at 
the last meeting of Federal Council in March 1957, and that 
four nominations had been received for consideration at the 
present meeting. 

Citations were then read in regard to the work and service 
of Dr. R. Schaffer, Dr. A. Broomberg, Dr. L. O. Vercueil and 
Dr. R. Theron. After the reading of each citation, a ballot vote 
was taken. Finally the Chairman announced that Council had 
Agreed in each case to the award of the Bronze Medal of the 
Association for meritorious service. Acc/lamation. 

Discussion followed regarding a decision as to which two 
should receive the immediate award of the Bronze Medal. It 
was proposed by Dr. Gluckman, seconded by Mr. Wolfowitz, 
that this be decided by ballot vote. An amendment was proposed 
by Dr. Sichel, seconded by Mr. McMurray, that the persons 
concerned should draw lots. On being put to the vote, the amend- 
ment was Carried. 

As the result of the draw, the Chairman announced that Dr. A. 
Broomberg and Dr. R. Theron would receive the Bronze Medal 
in 1957, and Dr. R. Schaffer and Dr. L. O. Vercueil would receive 
it in 1958. Noted. 

16. Emeritus Membership: The Secretary reported that two 
recommendations for this honour had been received, namely, 
Dr. J. Drummond of Durban and Dr. C. Martiny of Johannes- 
burg. 

The Secretary read the citation in respect of Dr. Drummond 
and Council Agreed Unanimously that he be elected to Emeritus 
Membership. 

The Secretary stated that no citation had been received for 
Dr. Martiny, but he read a letter of recommendation which 
had been submitted by the Southern Transvaal Branch. Council 
Agreed that Dr. Martiny be elected to Emeritus Membership. 


Matters Arising out of the Minutes: 


17. Visit of Dr. T. C. Routley: The Secretary reported that 
Dr. and Mrs. Routley had arrived in the Union and had already 
attended a number of meetings in various Branches while on 
their way to Durban. Council noted that Dr. Routley would 
deliver the Public Address on the Sunday evening preceding 
Congress and would be present at a number of Congress functions, 
until the following Wednesday when he would leave for Johan- 
nesburg and Pretoria before proceeding to Istanbul to attend 
meetings of the World Medical Association. 

It was reported that the Executive Committee had agreed to 
recommend to Council that Dr. Routley be asked to convey 
the greetings and good wishes of the Medical Association of 
South Africa to the World Medical Association on the occasion 
of the General Assembly in Istanbul, and had expressed the hope 
that Dr. Routley might be able to give the Assembly some im- 
pressions of his visit to the Union. Council Agreed. 

As no member of the Association was to attend the Assembly 
to represent the Association on this occasion, it was proposed 
by Dr. Turton, seconded by Dr. Sichel, that Dr. Routley be 
asked to represent the Medical Association of South Africa. 
Council Agreed. 


Council adjourned for lunch from 1.5 p.m. to 2.15 p.m. 
MINES BENEFIT SOCIETY 


18. Mines Benefit Society: The Chairman stated that five 
representatives of the Mines Benefit Society were present to 
present their case regarding appointments to the Society. A 
memorandum on this subject, prepared by the Society, had been 
circulated, and a report which had been prepared regarding the 
work of the Liaison Committee representing the Branches in 
which the Mines Benefit Society operated, had been submitted. 
He asked Dr. Agranat, as Chairman of the Liaison Committee, 
to present his Report. 

Dr. Agranat amplified the Report and stated finally that an 
impasse had been reached in negotiations and that the whole 
matter had been referred to Council. The Society had asked 
that the appointments in the specialities of orthopaedics, gynaeco- 
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logy and urology be allowed to continue as temporary appoint- 
ments while negotiations proceeded, at least until 31 October 
1957. To this the Committee had agreed. It had also agreed 
that representatives of the Mines Benefit Society should be given 
the opportunity to present their case to the Federal Council. 

The delegation from the Mines Benefit Society was then ad- 
mitted and welcomed by the Chairman. The members of the 
delegation were introduced to Council by Dr. L. Adler, and 
they were Mr. Kops (Chairman), Mr. McIver (member of the 
Executive Committee), Mr. Semmens (Chairman of the Action 
Committee) and Mr. Knox (General Secretary of the Society). 

Mr. Kops referred to a memorandum which had been pre- 
sented to Federal Council a year previously and which had been 
redistributed to members of the new Council. He referred also 
to a memorandum which had recently been prepared and which 
contained observations on the present position of the Society and 
its medical staffing. Mr. Kops went on to explain the first part 
of the new memorandum, and was followed by Mr. Mclvor and 
Mr. Semmens who also made comments and gave detailed ex- 
planations. 

At the conclusion of the addresses, the Chairman invited mem- 
bers to ask questions of the deputation. A number of questions 
were asked and answers were given. 

The Chairman then called on Mr. Kops to add the final points 
of the discussion. This Mr. Kops did, and he thanked the Council 
also for receiving the deputation. Acclamation. The Chairman 
replied suitably to Mr. Kops. 

Before the deputation left, Dr. Sichel asked whether the Mines 
Benefit Society would be willing to form a Liaison Committee 
with the Association. Mr. Kops replied that the Society would 
prefer to deal with the Association through the Mines Benefit 
Societies Medical Officers’ Group, but that if this was not possible 
it would be glad to deal with any other Committee suggested by 
the Association, rather than with any one Branch. 

The deputation left the meeting at 4.50 p.m. 

The Chairman stated that the matters which had been placed 
before the meeting were of the highest importance and he sug- 
gested that Council meet during the evening and that the evening 
session be devoted to further discussion on this subject. Council 
Agreed. 

19. Amendment of Article 9: The Secretary reported that the 
Executive Committee had considered the lawyer's letter con- 
tained in Annexures to the Agenda and had decided to recommend 
to Council that the opinion of the lawyers be accepted and that 
they be instructed to make all such consequential amendments 
to the Constitution as might be necessary. 

It was proposed by Dr. M. Shapiro, seconded by Dr. Sichel 
and Resolved Nem Con. that the recommendation of the Executive 
Committee be accepted. 

In reply to a question from Dr. Gluckman, the Secretary stated 
that the amendment to the Article would only become effective 
after it had been passed by an Extraordinary General Meeting 
of the Association and had been registered by the Registrar of 
Companies. Noted. 

20. Registration of Specialists—Recognition of Special Depart- 
ments in Approved Hospitals: A letter from the S.A. Medical 
and Dental Council was submitted. 

The Secretary reported that the Executive Committee had 
agreed to recommend to Council that the matter be referred back 
to the Medical Council with the request that that Council receive 
a deputation from the Association in order to discuss the whole 
question; further, that it be left to the Parliamentary Committee 
to organize the deputation, with possibly a member from the 
Cape Midlands Branch and the Orange Free State and Basutoland 
Branch. Council Agreed. 

21. Ophthalmologists and Optometrists: The Secretary stated 
that the Executive Committee had agreed to recommend to 
Council that three additional members of the Ophthalmological 
Society, to be nominated at the Society’s Annual General Meeting, 
be recognized as the Association’s representatives to the proposed 
conference convened by the S.A. Medical and Dental Council. 

Considerable discussion followed and an amendment was 
proposed by Dr. Adler, seconded by Mr. Girdwood, that the 
proposed Medical Council conference be postponed. 

When put to the vote, the amendment was Lost. 

The recommendation of the Executive Committee was then 
put to the vote and Carried. 

22. Legal Defence—Full-time Medical Personnel: The Chair- 


S.A. MEDICAL JOURNAL 


23 November 1957 


man referred to a letter contained in the Annexures to the Agenda, 
addressed to the Secretary of the Central Health Services ang 
Hospitals Coordinating Council, and to an acknowledgment 
which had been received stating that the matter was receiving 
attention. 

Council Agreed that the correspondence be Noted. 

23. Post-operative Care in Medical Aid Society Cases: Dr. 
Segal submitted the Report of his Ad Hoc Committee and drew 
attention to two recommendations which had been made. Dr. 
Segal then proposed, seconded by Dr. Schaffer (1) That the surgeon 
should be responsible for all post-operative care, except in very 
unusual circumstances; and (2) That it would not be unethical 
for the general practitioner and the surgeon to agree to a fee for 
these services. 

Discussion followed and an amendment was proposed by Mr. 
Wolfowitz, seconded by Dr. Gluckman, ‘That in the event of a 
surgeon being unable to complete the after-care following an 
operation, the general practitioner shall render his own account 
to the patient. In the event of the patient being a Medical Aid 
patient, the surgeon shall reduce his fee to the Medical Aid Society 
to allow for the general practitioner to render his own account to 
the Society’. 

A further amendment was proposed by Dr. M. Shapiro, seconded 
by Mr. Marr, ‘That in the event of a surgeon who has operated 
on a Medical Aid Society patient delegating after-treatment to 
another practitioner, the surgeon shall be responsible to the 
other practitioner for his services on the basis of the Medical 
Aid schedule of fees for visits, special procedures, consultations 
etc’. 

Following further discussion, this second amendment was 
withdrawn. 

Dr. Vercueil reported that he had discussed this question with 
the Advisory Council of the Medical Aid Societies and had been 
informed that the Societies would not pay the general practitioner 
for any visits to a patient after an operation. 

As a result, Council Agreed to refer this matter to the Central 
Committee for Contract Practice for advice and action. 

24. Vaal River Branch: At this stage the President, at the 
request of the Chairman of Council, presented to Dr. W. Chap- 
man an insignia of office of President of the newly-formed Vaal 
River Branch. 

Dr. Chapman, on behalf of his Branch, accepted the insignia 
and thanked the President accordingly. Acc/amation. 

25. Transfer of Durban Medical Faculty: The Secretary reported 
that the Executive Committee recommended to Council that 
arrangements be made to give evidence to the Select Committee 
or Commission on the Bill if and when it may meet, and that the 
question of the appointment of a delegation be left to the Chairman 
of Council. Council Agreed. 

26. Reorganization of the Association: The Chairman informed 
the meeting that the memorandum submitted in respect of the 
reorganization of the Association had been prepared by Dr. 
Sichel, and he thanked Dr. Sichel for the amount of work he had 
put into the preparation of this comprehensive memorandum. 

At the Chairman’s invitation, Dr. Sichel amplified the sugges- 
tions made in the memorandum. 

The Chairman then reported that the Executive Committee 
had not had time to consider the memorandum in detail. Certain 
suggestions had been made and it was felt that the question should 
be thoroughly debated by the Executive Committee before the 
memorandum was placed before Council for discussion. 

Council Agreed that the matter be referred back to the Execu- 
tive Committee for further consideration and report to the next 
meeting of Council. 

27. Medical Council Enquiries: The Secretary stated that the 
Executive Committee had agreed to recommend to Council that 
the S.A. Medical and Dental Council be requested to set out 
its views on this subject in writing for the consideration of Council. 

The Chairman explained the procedure which had been sug- 
gested by the Executive Committee of the Medical Council, and 
short discussion followed. 

Finally, the recommendation of the Executive Committee was 
put to the vote and Carried. 

28. Visiting Lecturers’ Trust Fund: It was proposed by Dr. 
Grant-Whyte that in view of the present state of the Association’s 
finances, this matter be referred to the Executive Committee for 
consideration at some later date. Council Agreed. 

29. Indigent Litigants: The Secretary stated that the Executive 
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Committee had agreed to recommend to Council that the Natal 
Law Society be advised that if any difficulty be experienced in 
obtaining medical certificates in cases of litigation undertaken in 
forma pauperis, the matter should be referred to the local Branch 
of the Association. Council Agreed. 

30. Contract Practice in Southern Transvaal Branch Area: The 
Chairman informed Council that the question of the Southern 
Transvaal Branch withdrawing from the Union-wide Tariff 
contract had been deferred from meeting to meeting for the last 
two years, and that he considered it unreasonable that this matter 
should appear indefinitely on the agenda. 

Dr. M. Shapiro proposed that it be deferred until the next 
meeting of Council, as the Branch was dealing with the matter 
at the moment. He stated, however, that he could not give any 
assurance that a definite recommendation would be made by the 
Branch to the next meeting of Council. 

Council Agreed to defer this question to the next meeting. 

31. Orthopaedic Services to S.A.R. & H. Sick Fund: The atten- 
tion of Council was drawn to correspondence and a memorandum 
which appeared in the Annexures to the Agenda. Attention was 
particularly directed to paragraph (4) of the memorandum which 
was apparently in conflict with By-Law 46 of the Association’s 
Constitution. 

The Chairman informed Council that the Executive Committee 
had agreed that a representative of the Orthopaedic Group should 
be present at the Council meeting when this matter was discussed, 
and that arrangements had been made for Mr. C. T. Miller to 
represent the Group at 11 a.m. on Friday 13 September. 

In the circumstances Council agreed to defer discussion on this 
subject until the time stated. ° 

32. Pathological Laboratory Services: A \etter from the Hono- 
rary Secretary of the Pathologists’ Group was submitted. The 
Group requested that Council should discuss and approve the 
principle that before promulgation by Government Departments of 
regulations which affect the interests of Groups within the Asso- 
ciation, draft regulations should be submitted to the Medical 
Association of South Africa for consideration and comment by the 
Groups concerned. 

It was proposed by Dr. M. Shapiro, seconded by Dr. Heymann, 
that the letter be noted. Council Agreed. 

33. Reduced Subscriptions for Full-time Medical Personnel: The 
Secretary reported on this subject, and Council agreed that the 
matter be discussed in conjunction with the Financial Statement 
and in relation to an increased subscription by members of the 
Association. 

34. Contract Work in Radiology: A memorandum was sub- 
mitted from the Radiological Society of South Africa, and the 
Secretary reported that the Executive Committee had agreed to 
recommend to Council that this matter be referred to the Central 
Committee for Contract Practice. Council Agreed. 

Council adjourned for dinner from 6.10 p.m. to 8.20 p.m. 

On resuming, Dr. Turton occupied the Chair. 

35. Mines Benefit Society: Discussion was resumed on this 
subject. Dr. Turton drew attention to the Notice of Motion given 
at the last meeting of Council by Mr. Currie, seconded by Dr. 
Purcell, ‘That the Central Committee for Contract Practice or any 
other Committee appointed ad hoc by the Federal Council, be 
empowered to negotiate with the Mines Benefit Society an entirely 
new basis of relationships with the Association’. 

Mr. Currie spoke to this motion and then formally proposed it. 
He was seconded by Dr. Schaffer. 

Considerable discussion followed, most members of Council 
taking part in the discussion. Eventually Mr. Currie said that it 
seemed to be the general wish of the Council that the Executive 
Committee of Council should conduct further negotiations with 
the Mines Benefit Society, and that with the consent of his 
seconder he was prepared to withdraw his motion. Council Agreed. 

An amendment to Mr. Currie’s proposal, moved by Dr. M. 
Shapiro and seconded by Mr. Wolfowitz, ‘That any future nego- 
tations with the Mines Benefit Society be conducted by the Execu- 
tive Committee’, was-then discussed. 

Dr. Struthers felt that any decision should be deferred until the 

Executive Committee had had a chance to consider the matter to 
see how far it would be able to negotiate as a Committee. 
. A proposal by Mr. Wolfowitz, seconded by Dr. M. Shapiro, 
That the action of the Liaison Negotiating Committee in relation 
to Mines Benefit Society specialist appointments is endorsed’, was 
put to the vote and Carried. 
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Notice of Motion was given by Dr. Vercueil, seconded by Dr. 
Penn, ‘That the policy of the open panel for Benefit Societies be 
reviewed and rescinded, as regards specialists, at the next meeting 
of Federal Council’. Noted. 

After further discussion it was suggested by Dr. Sichel that the 
Executive Committee meet during the lunch interval on the follow- 
ing day, to consider the question of negotiations with the Mines 
Benefit Society. 

Council adjourned at 11.55 p.m. 


THURSDAY, 12 SEPTEMBER 


Council met at 9.15 a.m. The Chairman, Dr. Struthers, pointed 
out that Council had met for three long sessions on the previous 
day, and he appealed to members for their co-operation. He 
particularly asked that the time limit for speakers should be 
observed. Council agreed. The Chairman stated that he felt 
that the form of the Agenda should be followed as far as possible, 
but he added that the Executive Committee would meet at lunch- 
time in order to discuss the matters raised on the previous evening 
in connection with the Mines Benefit Society and a report of their 
meeting would be made after the lunch interval. Noted. 


REPORT OF EXECUTIVE COMMITTEE 


36. Report of Executive Committee: Dr. Sichel presented the 
Report of this Committee which had been set out in the Annexures 
to the Agenda. He stated that there had been no meetings of the 
Committee since the last meeting of Council, but that a number 
of matters had been dealt with by correspondence. These were as 
follows :— 

37. Wholesale Prices of Drugs: The Report stated: ‘The 
Association was informed that the Council for the Pharmaceutical 
Trade and Industry had passed resolutions at a meeting on 8 May, 
1957. These resolutions were designed to reduce the discount 
normally allowed to doctors from 35°, to 10°, where a doctor 
lived within a radius of five miles from a practising chemist. 
Members of the Committee were invited to express their opinions, 
which were referred to the Convener of the Sub-Committee for 
Liaison with the Pharmaceutical Society of South Africa. The 
Sub-Committee met the representatives of the Council for the 
Pharmaceutical Trade and Industry, and a further report regarding 
this meeting will be made at the Federal Council meeting.’ Noted. 

38. Policy on the Open Panel System: The Report stated: 
‘This matter was referred back to the Executive Committee at the 
last meeting of Federal Council (Minute 46, March 1957) “for 
instruction as to how this policy can be implemented”. Members 
of the Committee were asked to express their opinions. These 
opinions were then circulated again to all members of the Com- 
mittee for a further expression of opinion. The matter is to be 
discussed at the meeting of the Executive Committee which will 
be held in Durban, and any recommendations which may be made 
at that meeting will be made known to Council on the following 
day.” 

The Secretary read the recommendation of the Executive Com- 
mittee to Council, ‘That any decisions on this subject be postponed 
until the newly-appointed Executive Committee should have an 
opportunity to consider the question at a meeting to be convened 
as soon as is convenient’. 

After discussion Council Agreed that the recommendation of 
the Executive Committee be accepted. 

39. Advisory Committee to the Workmen's Compensation 
Commissioner: The Report stated: ‘A letter was received from 
the Honorary Secretary of the South African Orthopaedic Asso- 
ciation, stating that the Orthopaedic Association had been asked 
to appoint an honorary advisory committee to assist the Work- 
men’s Compensation Commissioner when necessary on matters of 
principle in the evaluation and assessment of permanent disability. 
It was stated that consultations with this committee would be on 
questions of general issue or in specific cases presenting peculiar 
features. The Executive Committee agreed to sanction the appoint- 
ment of such a committee.” 

Council Agreed that the action of the Executive Committee be 
confirmed. 

40. Cape Clothing Workers’ Sick Fund: The Report stated: 
‘A request was received from the Cape Western Branch that the 
Cape Clothing Workers’ Sick Fund be allowed to appoint a 
women gynaecologist on a closed panel basis. The Committee 
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— that in the circumstances this appointment could be 
allowed.’ 

Short discussion followed, after which Council Agreed that the 
action of the Executive Committee be confirmed. 

41. Orthopaedic Services to S.A.R. & H. Sick Fund: The 
Report stated: ‘At the last meeting of Council it was agreed that 
the question of the orthopaedic services rendered to the S.A.R. & 
H. Sick Fund should be dealt with by the Central Committee for 
Contract Practice. The Chairman of the Central Committee for 
Contract Practice brought to the notice of the Executive Committee 
the fact that the Railways Sick Fund Board would not negotiate 
with any body other than the Railway Medical Officers’ Group. 
This fact has been made known at Federal Council meetings 
from time to time. The Executive Committee had no objection 
to negotiations being undertaken by the Railway Medical Officers’ 
Group, but indicated that it had no power to rescind a resolution 
of Council. A further letter was received from the Secretary of 
the Sick Fund, stating that negotiations would only take place 
after September.’ 

Council Agreed that this be noted and that the matter would be 
discussed later in the Agenda. 

42. Registration of Optometrists: The Report stated: ‘Members 
will recall that a memorandum from the Association was presented 
to the S.A. Medical and Dental Council. Since that time a deputa- 
tion from the Ophthalmological Association has discussed this 
question with the Executive Committee of the Medical Council. 
Eventually the Medical Council decided that a round table con- 
ference should take place between representatives of that Council, 
representatives of the Association and representatives of the 
Society of Optometrists. This was first to have been held in 
Pretoria, but later the time and venue were changed to Durban 
during Congress week. The Executive Committee agreed that the 
Association's representatives should be Dr. Sichel and Dr. J. S. 
du Toit. Both these nominees wish Dr. M. Franks, of Johannes- 
burg, to accompany them.’ 

Council Noted that this matter had already been dealt with. 

43. Re-organisation of the Association: The Report stated: 
‘This question was submitted to the Chairman of Council for 
report to the Executive Committee. The Report will be discussed 
at the meeting of the Executive Committee to be held on 10 
September. A copy is included in the Annexures to the Council 
Agenda.’ Noted. 

It was proposed by Dr. Sichel, seconded by Mr. Joubert and 
Resolved that the Report of the Executive Committee be adopted. 

44. Federal Ethical Committee: The Secretary stated that the 
— had not met and that there was nothing to report. 

oted. 


FINANCIAL STATEMENT 


45. Financial Statement by Honorary Treasurer: Mr. Joubert 
presented his Report and referred members to two documents 
which had been circulated. He said that in comparing the Estimates 
for 1957 with the actual state of affairs as found at the end of June, 
1957, it had been noted that things were more or less as anticipated. 
The figures were available if there were any questions. 

The Chairman asked Mr. Joubert to state his recommended 
conclusions. 

Mr. Joubert said that he had gone into the possible methods of 
raising the revenue and of trying to save money. In 1956 the Asso- 
ciation had been roughly £3,000 down, and a deficit of £6,980 was 
estimated for 1957. There was no reason to think that 1958 would 
be any better. If the subscriptions were raised by £2 2s. Od., at 
the end of 1958 the Association would have received £11,550 
extra which would then wipe out the accumulated deficit up to 
the end of 1957 and leave £1,500 to spare at the end of 1958. 
That did not take into account, however, the fact that if the 
subscription was not raised by £2 2s. Od., the Association would 
be down by a further £7,000 at the end of next year. In other 
words, said Mr. Joubert, to get back to the state of solvency in 
which the Association had been in 1955 would take about four 
or five years at the rate of saving £1,500 a year and making up 
the deficit of £10,000. The Association also had no assurance that 
costs would not continue to rise in the immediate future. He 
pointed out that the realizable assets of the Association amounted 
to only £19,000 and that if these were to be drained away at the 
rate of £7,000 a year, insolvency would follow. In the circumstances 
he could see no alternative but to ask Council to allow the subscrip- 
tion rate to be raised by £2 2s. Od. per annum as from the beginning 
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of 1958. He moved accordingly and was seconded by Dr. Turton. 

Prolonged discussion followed, during which time an amendment 
was proposed by Dr. M. Shapiro, seconded by Dr. Adler, that 
consideration of the increase in the subscription by £2 2s. Od. be 
deferred to the next meeting of Council. 

After further discussion the amendment was put to the vote and 
Lost by 17 votes to 36. 

The proposal by Mr. Joubert, seconded by Dr. Turton, ‘That 
this Council agrees to an increase of £2 2s. Od. per annum in terms 
of the Articles of Association and By-Laws’, was then put to the 
vote and Carried by 44 votes to 9. 

Council Noted that this matter would come up for confirmation 
at the next meeting. 

The Chairman then informed Council that a resolution had been 
tabled, proposed by Dr. Agranat and seconded by Mr. Girdwood, 
‘That Federal Council should agree to a reduction of 50°% in the 
increased annual levy applying to members in full-time employ- 
ment. Members qualifying for this reduction should be approved 
of by Branch Council.’ 

Discussion followed, and it was pointed out that the amount of 
subscription paid to the Association by members was not subject 
to variation. The amount of the subscription payable to Branches 
did vary from place to place, and it was within the power of a 
Branch to vary its subscription according to classes of members. 
In the circumstances the Chairman ruled that the matter was out 
of order and that no further discussion take place. Council Agreed. 

Mr. Joubert then moved the adoption of the Financial Report, 
seconded by Dr. Turton. This was Carried. 


HEAD OFFICE AND JOURNAL COMMITTEE 


46. Report of Head Office and Journal Committee: The Chair- 
man of this Committee, Dr. Sichel, presented the Report. He 
stated that there had been five meetings of the Committee since 
the last meeting of Council, the average attendance being ten 
members. All former members of Council had received the Minutes 
of meetings and so were informed of all that had taken place. In 
the circumstances reference would only be made to the following 
matters :-— 

47. Office in Pretoria: The Report stated: ‘The Association’s 
office in Pretoria is situated on the Seventh Floor of Medical 
Centre, Pretorius Street, where three rooms have been rented. The 
Assistant Secretary in the Transvaal, Dr. P. D. Combrink, moved 
into these quarters during April, and Mrs. M. Esterhuizen was 
appointed full-time to his staff from 1 May. The volume of work 
in this office has made it increasingly necessary to give approval 
to the appointment of a second shorthand typist. Office equipment 
has been purchased to meet the needs of the staff.’ 

Dr. Sichel asked whether members had any questions to ask. 
There were no questions and this item was Noted. 

48. ‘History of Medicine in South Africa’: The Report stated: 
‘The printing of this book is at present being carried out in Holland, 
and the page proofs are being received in this country for proof 
reading. It is unlikely that copies of the book will be ready in time 
for the Durban Congress, but it is hoped that they will be on sale 
before the end of the year. A prospectus and order form will 
shortly be sent to all members of the Association.’ 

For the benefit of members who were not aware of all the facts, 
Dr. Sichel gave a resumé of what had taken place to date. He 
— Council that the ‘History’ was going to be a very fine book. 
Noted. 

49. ‘South African Practitioner’: The Report stated: “An 
approach was made by the Managing Editor of the South African 
Practitioner regarding an amalgamation with the South African 
Medical Journal. The suggested terms of amalgamation were 
quite unacceptable, and an exchange of letters ended on a friendly 
note. Noted. 

50. ‘Medicine in South Africa—1957': The Report stated: ‘At 
the request of Dr. A. Shedrow, Chairman of the South African 
Council for the Exchange of Medical Sciences, it was agreed that 
the Association should be responsible for the distribution of copies 
of “Medicine in South Africa—1957” as a “Supplement” to the 
South African Medical Journal. Arrangements which had already 
been made by the Council were sufficiently far advanced to make 
close co-ordination in this matter impossible, but any future 
venture in this regard should be the result of close co-operation 
between the Council and the Association, in order that it may be 
more effective.’ 
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aot discussion followed and Council Agreed that this item be 
Noted. 

51. Visits to Branches: The Report stated: ‘Towards the end of 
June the Secretary visited the Natal Coastal Branch at the request 
of the Organising Committee of Congress. At the same time he was 
able to visit East London and Port Elizabeth.’ 

Dr. Sichel said that after his Report had been written, the Sec- 
retary had visited the Transvaal. There he had been able to address 
meetings of the Northern Transvaal Branch and the East Rand 


Branch. 

Dr. Gluckman added that his Branch regretted that it had not 
been possible to arrange a meeting where the Secretary could 
address the Southern Transvaal Branch, as the only night available 
for a meeting had been the same night on which the Northern 
Transvaal Branch had arranged their meeting with the Secretary. 


Noted. 


Council adjourned for lunch from 1 p.m. to 2.35 p.m. 

52. Hamilton-Maynard Memorial Medal for 1956: The Report 
stated: ‘It was agreed unanimously that the Hamilton-Maynard 
Memorial Medal for 1956 be awarded to Dr. Geoffrey Dean, of 
Port Elizabeth, for his paper entitled “Porphyria, a Familial 
Disease: Its Diagnosis and Treatment”, appearing in the Journal 
of 21 April, 1956, on Page 377.’ Noted with Acclamation. 

53. Leipoldt Memorial Medal for 1956: The Report stated: 
‘It was unanimously agreed that the award of the Leipoldt Memo- 
rial Medal for 1956 be made to Dr. H. Braude, of Kroonstad, for 
his paper entitled “‘Phenylketonuria’’, which appeared in the 
Journal of 28 January, 1956, on Page 83.’ Noted with Acclamation. 

54. Finance The Report stated: ‘The Committee held a special 
meeting to consider a memorandum on the finances of the Asso- 
ciation, drawn up by the Honorary Treasurer, Mr. J. D. Joubert. 
At that meeting the Committee unanimously agreed: “That the 
Committee is of opinion that we should at this stage be prepared 
to use Journal profits for general expenditure.”’ It was also agreed: 
“That this Committee recommends that proceeds from insurance 
commissions and other agencies be allocated, as before, to general 
funds.” It was agreed that a further special meeting should take 
place, but at the time of writing this Report this has not been held. 
Any further recommendation will be made at the time of the 
Council meeting.’ Noted. 

Dr. Sichel then moved the adoption of the Report of the Com- 
mittee and was seconded by Mr. McMurray. 

56. Report of Management Committee of Benevolent Fund: The 
Chairman of this Committee, Dr. Sichel, reported that there had 
been two meetings of the Committee since the last meeting of 
Council. The average attendance had been ten members. 

57. Applications for Assistance Dr. Sichel reported that the 
following applications for assistance had received the attention of 
the Committee: Mrs. J. C. W. W. (Northern Transvaal Branch)— 
£10 per month as from 1 June, 1957; Mrs. S. W. K. (Cape Mid- 
lands and Cape Western Branches)—£180 per annum in two 
half-yearly instalments commencing in 1957; Mrs. C. J. E. S. 
(Royal Medical Benevolent Fund)—£10 per month as from 
1 May, 1957. He stated that the Committee sought confirmation 
of its action in making these grants. 

Council Agreed that these grants be Confirmed. 

58. Donations and Legacies: \t was reported that a number of 
donations and legacies had been received and that these had been 
acknowledged both to the donors and in the Journal: Noted. 

The Chairman particularly thanked the Vaal River Branch 
members for the donations which they had made to the Benevolent 
Fund. He appealed to all members of Council and their colleagues 
to continue their efforts in raising funds. 

At this stage Dr. Troskie stated that the District Surgeons’ 
Group had raised a fund amongst themselves in gratitude for the 
work which Federal Council had done towards increasing district 
surgeons’ emoluments. He handed in a cheque for £357 Os. Od., 
together with a list of the donors. Dr. Sichel thanked him and 
asked him to pass on the Committee’s thanks to those who had 
contrib: ‘ed to the Fund. He added that due acknowledgement 
would be made in the Journal in due course. 

Dr. Sichel then moved the adoption of the Report of the Com- 
mittee. Council Agreed that the Report be Adopted. 


MINES BENEFIT SOCIETY 


59. Mines Benefit Society The Chairman reported that the 
Executive Committee had met informally during the lunch interval 
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and now made the following recommendation to Council: 

After considerable discussion, an amendment was proposed by 
Mr. Wolfowitz, seconded by Dr. Gluckman, ‘That the Executive 
Committee, recognising that the policy of the Association is for 
“open panels”, is instructed to meet the Mines Benefit Society, on 
the understanding that, pending finality in the negotiations, the 
Federal Council authorises the Executive Committee to give 
temporary facilities for medical service to the Mines Benefit 
Society’. 

Further discussion followed and a further amendment was pro- 
posed by Dr. Turton, seconded by Dr. M. Shapiro, ‘That the 
Executive Committee of Federal Council will be empowered to 
offer full services to the Mines Benefit Society until such time as 
the Medical Association of South Africa has investigated the 
finances of the members of the Mines Benefit Society as to the 
average various income groups. This information will determine 
whether the Federal Council will eventually apply the rule of excep- 
tional circumstances which will apply to Benefit Societies’. 

After further discussion, Dr. Turton’s amendment was put to 
the vote and Carried with one dissentient vote. It was also Carried 
as the substantive motion. 

After further discussion, it was proposed by Dr. McCabe, 
seconded by Mr. Mackenzie, that the recommendation of the 
Executive Committee be accepted. This was then put to the vote 
and Carried Nem. Con. 

The question of the Klerksdorp Mines Benefit Society had been 
raised earlier in the discussion, and the question was raised once 
again at this stage, when it was generally Agreed that representatives 
of the Southern Transvaal Branch should meet the Potchefstroom 
Division in order to discuss this question once again in the light 
of the resolutions passed and noted above. 

60. Mines Benefit Societies Medical Officers’ Group—Protest 
Against Curtailment of Groups’ Activities: A letter from the Mines 
Benefit Societies Medical Officers’ Group was submitted, in which 
the Group protested against certain actions of the Federal Council 
in regard to its members and its activities as a Group. ’ 

Council Agreed that the Secretary should reply to the letter in 
terms of the resolutions taken at the present session. 

61. Income Ceilings for Medical Aid and Benefit Societies: A 
letter from the East Rand Branch was submitted, containing a 
resolution reading: ‘This Branch Council is in favour of altering 
the structure of Benefit Societies and strongly recommends that 
average income ceilings for Benefit Societies are unrealistic and 
impracticable, and we now recommend that separate ceilings for 
Benefit Societies and Medical Aid Societies be established and that 
the principle of average income be abolished.’ 

Dr. Turton explained what his Branch had in mind, and after 
short discussion it was proposed by Dr. M. Shapiro, seconded by 
Dr. Turton and Resolved that the letter from the East Rand Branch 
be noted and that it be referred for information to the Central 
Committee for Contract Practice. 


COMMITTEEZFOR CONTRACT PRACTICE 


62. Report of Central Committee for Contract Practice: Dr. 
Vercueil, Chairman of the Committee, referred to meetings which 
the Committee had held, and presented his Report which had 
already been submitted to members as an Additional Annexure 
to the Agenda. Council agreed that the items be dealt with 
seriatim. 


63. Tariff of Fees for Approved Medical Aid Societies: Dr. 
Vercuei! reminded Council that the Committee had been instructed 
to clear up any anomalies which had appeared in previous Tariff 
Books. Many of these anomalies had only become evident when 
the printer’s proof of the new Tariff Book was examined. The 
Executive of the Committee had taken upon itself the responsibility 
of making the necessary decisions to eliminate these anomalies 
and now sought confirmation of its action. Owing to the delay in 
dealing with these matters, the book had appeared later than had 
been hoped, but the Tariff was to have become operative on 1 
August, 1957. 

Council Confirmed the action of the Executive of the Committee. 

64. General Practitioners’ Fees for Consultations, Visits, Night 
Calls and Week-ends: At the last meeting of Council it had been 
resolved that these fees be subject to further negotiation with the 
Medical Aid Societies. Because a new Committee was to 
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constituted, the old Committee had unanimously agreed to 
recommend to Council that further negotiations with the Medical 
Aid Societies be left to the incoming Committee. Council Agreed. 

66. Metal Box Company of S.A. Ltd. Medical Aid Society: The 
Committee had considered the question of members of this Society 
being served by the Vanderbijlpark Medical Benefit Fund and now 
recommend to Council that this problem be referred to the Vaal 
River Branch for consideration and the subsequent submission of 
a —igetaamaa to the incoming Central Committee for Contract 

actice. 

The Chairman of Council stated that the Vaal River Branch had 
discussed this matter and had decided that the Society should 
function as an independent Medical Aid Society. This was Noted 
and Council Agreed with the recommendation of the Committee. 

67. Natal Industries Medical Aid Society: \t was reported that 
this Society had also incorporated new firms without the prior 
approval of the Association. The Natal Coastal Branch had now 
informed the Committee that the Society was co-operating with 
the Association. It was also reported that a firm in East London 
was to be incorporated by the Society. The Committee felt that if 
this firm was a branch of a parent firm which was a member of the 
Natal Chamber of Industries Medical Aid Society, it would be 
permissible for the employees of the branch firm to join the 
Society, and the Comittee recommended that the matter be referred 
to the Natal Coastal Branch and to the Border Branch for investi- 
gation and report to the next meeting of the Committee. 

Council Agreed accordingly. 

68. Union Liquid Air Co. (Pty.) Ltd. Medical Aid Society: It 
was stated that contingent approval had been granted to this 
Society, subject to certain minor amendments being made to its 
rules. The Committee now reported that a satisfactory reply, 
agreeing to the amendments, had been received from the Secretary 
of the Society. Noted. 

69. Charge for Secondary Operation (Closure of Colostomy) 
After Previous Abdominal Operation: It was reported that the 
Committee had consulted the Association of Surgeons for a ruling 
as to whether the closure of a colostomy was a new operation or 
part of the after-treatment of the previous operation. The Com- 
mittee recommended to Council that the closure of a colostomy be 
regarded as a new operation and not part of the after-treatment 
of a previous operation, and that it be permissible to levy a fee in 
respect of the secondary operation. 

Council Agreed with this ruling. 

70. Applications for Approval of New Medical Aid Societies: 

(a) Associated Employers Medical Aid Society: \t was reported 
that this was an application for a combination of fourteen firms 
representing 274 members and 375 dependants. Provision had been 
made in the Constitution for the incorporation of further firms, 
subject to certain conditions which included the obtaining of prior 
approval by the Association. Certain minor amendments to the 
Constitution had been suggested to the Society and these had been 
accepted. 

Considerable discussion followed on the question of the income 
group of the members and also whether Council should agree to a 
“conglomerate body’ being recognised. Finally Council Agreed to 
the recommendation of the Committee that the Society be approved, 
subject to certain minor alterations being made in its rules and the 
receipt from the Society of an assurance that the average income 
of its members conformed to the rules of the Medical Association. 

(b) Medical Aid Society for the European Employees of the 
Marley Floor Tile Co. S.A. (Pty.) Ltd. and Frank Wright (Pty.) Ltd. 
and Associated Companies: \t was reported that negotiations had 
not been completed, and therefore Council Agreed to leave the 
consideration of this application in abeyance until the next meeting 
of the Central Committee for Contract Practice. 

(c) Waverly Gold Mines Medical Aid Society: \t was reported 
that negotiations had not yet been completed, and therefore 
Council Agreed to leave consideration of this application in 
abeyance until the next meeting of the Central Committee for 
Contract Practice. 

(d) Northern Assurance Company Ltd. Medical Aid Society: It 
was reported that this Society had been established for the em- 
ployees of the Northern Assurance Company. Provision had 
been made in the Constitution whereby the Society could indemnify 
a member in respect of fees charged by non-registered persons. On 
request from the Committee, the Society had since agreed to delete 
this item from its Constitution. The maximum annual benefits 
were liberal, viz. £200 in respect of a member as well as £200 in 


S.A. MEDICAL JOURNAL 


23 November 1957 


respect of his wife and £75 for each child. Members earning over 
£2,500 per annum were required to pay private fees and not to 
represent themselves as ordinary members of the Society. 

On the recommendation of the Committee, Council Agreed to 
grant recognition to this Society in view of the alteration which had 
been made in its Constitution. 

71. Amendments to Constitutions: The Committee recom- 
mended to Council that amendments to the Constitutions of the 
following Societies be accepted, pointing out that these amendments 
did not adversely affect medical practitioners, in that they dealt 
with administrative matters, increased benefits to members, or 
brought certain clauses into conformity with the rules of the 
Association :— 

(i) Bloemfontein Municipal Employees Medical Aid Society. 

(ii) Elwamba Medical Aid Society. 

(iii) Metal Box Company of S.A. (Pty.) Ltd. Medical Aid Society, 

(iv) Printing Industry Medical Aid Fund. 

(v) Federated Employers Medical Aid Society. 

Council Agreed that these amendments be Approved. 

72. Chamber of Mines Medical Aid Society: \t was reported 
that this Society had agreed to include another constituent body, 
but that no reply had been received regarding the average income 
of the employees of the constituent body. 

Council Agreed that this matter be left in abeyance until the 
next meeting of the Central Committee for Contract Practice. 

73. S.A.A.M.E. Medical Aid Fund: \t was reported that the 
Society had requested approval of amendments to certain rules 
relating purely to administrative matters, and also for the inclusion 
of a new clause reading: “The Fund shall not be liable for any 
portion of amounts due by a contributor for immunization, treat- 
ment or accommodation in respect of any infectious disease, unless 
the Council in the special circumstances of any case decides other- 
wise.” 

The Committee recommended approval of the rules regarding 
the administration, but not the rule regarding infectious diseases. 
The Committee had, however, recommended a clause reading as 
follows: ‘The Fund shall not be liable for the treatment in fever 
hospitals of notifiable infectious diseases, or for immunization 
where such immunization is provided by the local health authority.’ 
The Society had since advised that it was not prepared to accept 
the clause as recommended by the Committee, but that it would 
pay the doctor and obtain a refund from the member. 

Considering that this amendment would, therefore, not affect 
the medical practitioner adversely, Council Agreed to Approve the 
proposed amendments. 

74. General Mining (Associated Companies) Medical Aid Society: 
Dr. Vercueil stated that the Committee had considered certain 
amendments submitted by the Society, but that certain further 
amendments had been submitted subsequent to the meeting of the 
Committee. 

Dr. Vercueil recommended, and Council Agreed, that this 
matter be left in abeyance until the next meeting of the Committee. 

75. Medical Aid Society of the Federation of Master Printers of 
South Africa: It was reported that this Society had submitted a 
complete schedule of the 111 employer members participating in 
this Society with 926 members and 1,167 dependants. 

In discussion, doubt was expressed as to whether this Society 
did not contain persons with high incomes comprising more than 
the definite percentage allowed by the Association. It was further 
reported, however, that in the negotiations for approval, the Society 
had given the assurance that the requirements of the Association 
had been complied with. As a result, Council Agreed that this list 
of employer members be Noted. 

76. Medical Account—Natal Industries Medical Aid Society: \t 
was reported that an account rendered to a member of the Society 
had been in dispute and that the Natal Coastal Branch, which had 
considered the matter, had ruled that the practitioner was entitled 
to an amount of £71 Os. 0d. and not to the amount of £121 Os. 0d. 
which he had charged. The practitioner had appealed to the Com- 
mittee against the ruling of the Branch, claiming that the case had 
been one of prolonged treatment for extensive abscess of the 
abdominal wall following an abdominal operation. The Committee 
supported the action of the Natal Coastal Branch, but referred 
the matter to Federal Council to take what further action it might 
deem fit as regards the desirability of referring the entire matter 
to the S.A. Medical and Dental Council. d 

It was proposed by Dr. Broomberg, seconded by Dr. M. Shapiro 
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and Resolved that the action taken by the Natal Coastal Branch 
be confirmed and that the matter be not referred to the S.A. Medical 
and Dental Council. 

77. S.A.R. & H. Sick Fund—Salaried Pathologist: It was 
reported that the S.A.R. & H. Sick Fund had advertised for a 
pathologist in Pretoria, but that the Northern Transvaal Branch 
had not approved the appointment in view of the Association’s 
policy of “open panels’ and the fact that the services were being 
rendered at Medical Aid rates less 20% on an open panel basis at 
the time. Although there was only one firm of pathologists in 
Pretoria, the Branch had recommended that the Sick Fund should 
offer the amount allocated for this appointment for distribution 
on a pro rata basis to all such pathologists as may render service, 
according to the amount of work carried out. The Sick Fund had 
indicated that it would be willing to appoint more than one prac- 
titioner if there were more than one application, but it could not 
be bound to allow others to participate in the future beyond the 
needs of the service. 

The Committee suggested that as appointments on similar lines 
had been approved in Johannesburg, the Northern Transvaal 
Branch should also approve of this post in Pretoria. 

Dr. Vercueil, however, stated that only one applicant had applied 
for the post in Pretoria and the matter was now settled. Noted. 

78. Additional Charges for Tests and Procedures Undertaken 
During Routine Examinations: It was reported that certain 
specialists had taken exception to the fact that provision had been 
made in the Tariff for a physician to levy an extra charge for 
microscopic examination of urine, but that other specialists could 
not do so. The Northern Transvaal Branch had brought this 
matter to the notice of the Committee, and the Committee, taking 
into account that there was a Medical Council ruling on this 
subject, recommended to Council ‘That no additional charge 
should be levied in respect of microscopic examination of urine 
by any practitioner when carried out as a part of a routine examina- 
tion, and that the relative item in the Physicians’ tariff be deleted.’ 

Indecisive discussion followed and eventually Council Agreed 
that the matter be referred back to the Central Committee for 
Contract Practice for further consideration. 

Council adjourned at 6.30 p.m. 


FRIDAY, 13 SEPTEMBER 


Council met at 9 a.m., Dr. Turton being in the Chair. 

_ 79. Stewarts & Lloyds Medical Aid Society: Council was 
informed of the differences which had arisen between this Society 
and some of the doctors practising in its area. Dr. Vercueil gave a 
Short resumé of the circumstances and mentioned that the Vaal 
River Branch suggested three alternatives: (1) The Society should 
revert to a Medical Benefit Fund. This would cater only for the 
lower income group of employees which would take in roughly 
50°, of the employees, and the Society was not keen on excluding 
the other 50°, from benefits. (2) They should employ full-time 
doctors to deal with the members of the Fund. (3) The Society should 
employ six part-time doctors at a salary of approximately £2,000 per 
annum, to deal with their members. (4) The Society should remain 
a Medical Aid Society but be allowed to exclude some doctors 
whose accounts had been consistently very high in proportion to 
the number of members they had treated. 

Discussion followed and eventually Dr. Vercueil informed 
Council that at a meeting of the Vaal River Branch held on 19 
August, 1957, the following resolution had been adopted: ‘That 
Stewarts & Lloyds Medical Aid Society should remain a Medical 
Aid Society with the right to limit their panel of medical practi- 
— in consultation with the Medical Association of South 

rica’. 

Further discussion followed and the resolution notedyabove was 
moved by Dr. Chapman, seconded by Dr. Vercueil. On being put 
to the vote, this was Carried with two dissentient votes. Dr. M. 
Shapiro and Dr. Adler requested that their votes be recorded 
against this resolution. 

80. Sasol Medical Benefit Society: Dr. Vercueil reminded 
members that what had once been a Medical Aid Society in 
Sasolburg had been changed to a Benefit Society on account of the 
uncooperative attitude of some of the medical practitioners in the 
town. More trouble had arisen in this instance, mainly due to the 
fact that some of the medical practitioners would not keep to 
regular consulting hours and would not advertise the hours at 
which they normally consulted. The Committee of the Society 
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now wished either to appoint three full-time medical practitioners 
or three part-time medical practitioners to carry out the work of 
the Society. 

The whole question was thoroughly discussed, and it was pro- 
posed by Dr. Vercueil, seconded by Dr. Waks, ‘That as special 
circumstances pertain at Sasolburg, Federal Council allows the 
Sasol Benefit Society to appoint three or four part-time general 
practitioners with limited private practice, and that the position be 
reviewed after two years’. 

An amendment was proposed by Dr. M. Shapiro, seconded by 
Dr. Heymann, ‘That it be recommended to the Sasol Medical 
Benefit Fund that they either revert to a Medical Aid Society or 
remain an open panel Benefit Society. The Federal Council prefers 
a Medical Aid Society, and in the event that they revert to a Medical 
Aid Society the Federal Council will recommend to the Branch of 
the Association concerned that it establish an Assessment Com- 
mittee to consider accounts rendered. If they remain an open panel 
Benefit Society, the Federal Council recommends that the following 
conditions of appointment shall apply: (a) the practitioner shall 
be a member of the Medical Association of South Africa; (5) the 
practitioner shall prescribe his consulting hours’. 

When Dr. Vercueil stated that he wished to amend his resolution 
to include the suggestion that the part-time medical practitioners 
mentioned should be members of the Association, his seconder 
withdrew his support of the resolution. 

Dr. Shapiro’s amendment was then put to the vote and Carried 
with three dissentient votes. It was also Carried as the substantive 
motion. 

The Chairman appealed to the O.F.S. & Basutoland Branch to 
make some arrangement to meet the Society and to explain the 
feeling of Federal Council and to offer them assistance if they 
wished to revert to a Medical Aid Society. 

81. Natal Pathologists Sub-Group—Overriding by a Society of 
the Doctor and Patient on Choice of Consultant: The Natal Patho- 
logists Sub-Group had requested a ruling on the question as to 
whether it was in order for a Medical Aid Society or Sick Fund to 
alter a doctor’s letter directing the patient to a consultant of the 
Society’s choice rather than one chosen by the doctor or patient. 
It wished also to know whether a Society could instruct doctors to 
send their work to a particular consultant. 

It was reported that the Committee had recommended as 
follows: (i) That a Medical Aid Society or Sick Fund does not 
have the right to override the doctor and patient in their choice 
of consultant, and (ii) that a Society or Sick Fund should not write 
to their doctors instructing them to send their work to a particular 
consultant. 

Council Agreed with this ruling. 


THE NEW TARIFF BOOK 


82. Items in the New Tariff Book to be Clarified: \t was reported 
that certain items in the new Tariff had been in dispute, and the ° 
Committee sought Council’s approval of certain changes which 
had already been embodied in the Tariff book, except where 
otherwise indicated. 

(a) Paragraph in the General Rules Governing the Tariff—Fee 
for Examination on Admission to a Society: The Committee 
recommended to Council ‘That the fee for examination on admis- 
sion to a Society should remain as before, i.e. £1 1s. Od. for a 
member and 10/6d. each for dependants’. 

(b) Section I: Neurologists to Apply Same Fees as Neuro- 
surgeons for Repeat Procedures, e.g. Lumbar Puncture: It was 
reported that the Medical Aid Societies had requested that general 
practitioners should also charge the reduced fee of £1 11s. 6d. for 
repeat lumbar punctures, as was the case in the schedule for 
neurosurgeons. The Societies had been informed that repeat 
lumbar punctures were not routinely done by general practitioners. 

The Committee recommended to Council ‘That neurologists and 
neurosurgeons should receive £3 3s. Od. for a lumbar puncture and 
£1 lls. 6d. for a repeat procedure, but that general practitioners 
and physicians should be remunerated at the rate of £3 3s. Od. for 
each lumbar puncture’. 

(c) Section M: 

(i) Reduced Fees for Repeat Procedures to Remain: The Medical 
Aid Societies had drawn attention to the fact that there were 
certain items in which reduced fees for repeat procedures were 
laid down. Their contention was that these reduced fees should be 
included in other sections of the book. The Committee could not 
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agree to this and therefore recommended to Council ‘That neuro- 
surgeons’ reduced fees for repeat procedures remain unchanged’. 

(ii) Item for Visual Field Charting: \n the negotiations leading 
up to the compilation of the Tariff, the Ophthalmological Society 
of South Africa had objected to an item in the section for Neuro- 
surgeons, by which a fee for visual field charting had been laid 
down. It was considered that this was part of the ordinary con- 
sultation and should not be charged for separately. The Committee 
recommended to Council ‘That visual field charting should be part 
of the ordinary consultation and that neurosurgeons should not 
levy a separate charge therefore’. 

(iii) Maximum Fee for Pre-Operative Procedures: Repeated 
efforts had been made by the Medical Aid Societies to obtain some 
relief in the fees charged for pre-operative investigation if followed 
by an operation. The investigations were costly and increased the 
total amount for which the patient was liable. The Group of 
Neurologists, Psychiatrists and Neurosurgeons had agreed to the 
following :— 

(a) The maximum fee to be charged by a neurosurgeon for 
investigation and operation in any one case is to be £100. 

(6) If a case is investigated first by a neurologist and sub- 
sequently operated on by a neurosurgeon, the neurologist 
may charge a maximum of £20 for the investigation and 
the neurosurgeon’s fee becomes reduced to £80. In this 
way the total maximum cost to the Medical Aid Society 
remains the same. 

(c) Ifa case is referred direct to a neurosurgeon for investiga- 
tion and possible operation, and no operation ensues, the 
neurosurgeon’s fees for the investigation must be the same 
as those charged by a neurologist. 

(d) In cases where the neurologist carries out certain pre- 
liminary investigations but leaves the matter of arterio- 
graphy to the neurosurgeon, the neurologist’s fee will not 
amount to £20 and the neurosurgeon would be entitled to 
charge £80 for operations plus a fee for arteriography 
which should be such as to keep the total cost of the case 
to a maximum of £100 Os. Od. 

The Committee recommended to Council that the schedule as 
suggested by the Group be accepted. This advice had been received 
too late to be included in the Tariff book. 

(iv) Note re Assistants: The Committee recommended to 
Council ‘That the Note appearing in Section M (iv) regarding 
Assistants should be deleted from the existing Tariff as it is covered 
by Section U.’ This Note referred to the remuneration of a second 
assistant. 

(v) Remuneration of Assistants: The Group of Neurologists, 
Psychiatrists and Neurosurgeons had written requesting an amend- 
ment in the fees for assistants. Because of the late receipt of this 
letter, the Committee recommended to Council that the matter 
should stand over until the next meeting. 

(d) Section Q: Fees for Dilatation and Curettage: The Medical 
Aid Societies had requested that a fee for dilatation and curettage 
should not be charged where the operation was done at the time 
of another operation (as it was laid down in the existing Tariff), 
but the Gynaecologists’ Group had objected to this suggestion. 
The Committee recommended to Council ‘That the tariff as now 
appearing in the Book should remain unchanged.” 

(e) Section T: Item for Introduction of Lipiodol: The Medical 
Aid Societies had drawn attention to the fact that the fee for this 
item in the Physicians’ tariff was £5 5s. Od. and in the Thoracic 
Surgeons’ tariff the fee was £7 10s. Od. The Committee recom- 
mended to Council ‘That in Section T the fee for this item remain 
unchanged at £7 10s. Od’. 

Council Agreed that all these recommendations be Accepted. 

83. Complaint from the Polliack Group Medical Aid Society: It 
was reported that a complaint had been received from this Society 
in regard to the attitude towards the Society by the Honorary 
Secretary of the Southern Transvaal Branch. The Committee had 
agreed to recommend to Council that this complaint be referred 
to the Southern Transvaal Branch and that the Society be informed 
accordingly. Council Agreed. 

84. Proposal by Dr. L. L. Alexander regarding Benefit Society 
Matters: \t was reported that the Committee had considered a 
proposal by Dr. Alexander ‘That all Benefit Society matters should 
be dealt with by the Central Committee for Contract Practice in 
the same way as Medical Aid Society matters, especially in view of 
the fact that numerous queries and requests come to the Committee 
in connection with Benefit Societies’. 
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The Committee recommended to Council ‘That Branch Councils 
should be empowered to refer Benefit Society matters to the Central 
Committee for Contract Practice if they so desire. Once, however, a 
problem has been referred to the Central Committee for Contract 
Practice, it should be entirely out of the hands of the Branch 
Council concerned’. 

After discussion, it was proposed by Dr. Zabow that the words 
‘until referred back to the Branch Council’ be added to the Com- 
mittee’s recommendation. Council Agreed accordingly and the 
recommendation as amended was Adopted. 


86. Loyal St. George Lodge: It was reported that the Cape 
Western Branch had agreed to the appointment of one medical 
practitioner to serve the 100 non-European members of this Lodge, 
but that the Branch required the concurrence of Council before 
the appointment could be made. Council Agreed accordingly. 


BLOOD TRANSFUSIONS 


87. Fees for Blood Transfusion: It was reported that the Com- 
mittee had received a deputation from the S.A. Blood Transfusion 
Service to discuss fees for blood transfusions. Representatives of 
the Pathologists’ Group had also been present. Discussion had 
taken place on the basis of the points contained in a memorandum 
prepared by Dr. Bell, the Chairman of the S.A. Blood Transfusion 
Service, a copy of which had been submitted to members of Council. 
As a result of the discussion, the Committee had agreed to recom- 
mend to Council: 

‘(i) That, as many members of the profession were not aware 
of the fact that free ante-natal services were provided by 
the Government, mention of this fact should be made in 
the new Tariff Book. 

(ii) That it be specified in the new tariff book that plasma 
produced from blood voluntarily donated in South Africa 
costs £3 per unit as against £8 10s. Od. per unit for the 
imported commercial product. 

(iii) That the following tariff of medical fees for blood trans- 

fusions be accepted :-— 

(a) Transfusions of blood or plasma. 
(Any volume up to | litre ie. 2 units of blood or 
4 units of plasma). 
Under 3 years of age £2 12s. 6d. 
Over 3 years of age .. £1 6d. 
(No additional fee for cut-down or other special 
procedure or for night calls.) 
An additional fee of 10/6d. per additional $ litre (i.e. 
one unit of blood or 2 units of plasma) transfused at 
a single operation. 

(6) Compatibility Tests. 
The fee to be £2 2s. Od. for compatibility tests. 

(c) Exchange Transfusions. 
No definite recommendation re the reduction in the 
fee for exchange transfusions from £25 Os. Od. to 
£12 10s. Od. was adopted, but the Committee agreed 
to bring this matter to the notice of Federal Council. 
As Dr. Shapiro had raised various points which were 
not included in Dr. Bell’s memorandum he was 
requested to draw up a further memorandum to 
include these points. The Assistant Secretary (Trans- 
vaal) was instructed to forward both memoranda to 
the Cape Western, Border, Cape Midlands, Natal 
Coastal and Natal Inland Branches and at the same 
time to inform these Branches of the decisions made 
by the Committee. This would enable these Branches 
to discuss the matter with the Paediatric Sub-Groups 
in their areas which in turn would enable the Federal 
Councillors representing these Branches to present 
the point of view of the Paediatricians when the 
matter is considered by Federal Council. me: 

N.B. No differentiation in fees as between Benefit Societies, 
Medical Aid Societies or private patients. In the 
case of donors and their dependants who are not 
insured for medical services by a benefit or medical 
aid society or insurance fund, the operator’s fee shall 
be charged direct to the service at the rate of two- 
thirds of the above schedule.’ 

After making his report, Dr. Vercueil suggested that Dr. M. 
Shapiro should amplify what had already been stated. 
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This Dr. Shapiro did in an address which was noted with 
acclamation. 

Dr. Vercueil then read a resolution which had been received 
from the Cape Western Branch, as follows: ‘That the fees for the 
grouping, cross-matching and administration of blood should 
remain at their present level in the Cape Western area, except in 
the case of paediatricians whose fees should be increased as laid 
down at their Annual General Meeting in 1956’. 

The question of exchange transfusions, which had been referred 
to the Paediatricians’ Group, was then commented on by Dr. 
Heymann, and discussion on this aspect followed. 

After further discussion on this general subject, it was proposed 
by Dr. Struthers, seconded by Dr. Heymann and Unanimously 
resolved ‘That Council considers that the comprehensive service 
for blood transfusion such as exists in the S.A. Blood Transfusion 
Service is the best type of service. As there is no comprehensive 
— in the Cape, Federal Council suggests no alteration in the 
ees’. 

A further resolution, proposed by Dr. Gluckman and seconded 
by Mr. Wolfowitz, was then put to the vote and Carried unani- 
mously. The resolution read: ‘That Item (i) re free ante-natal 
services provided by the Government be not published in the 
Tariff book but in the Journal.’ 

88. Adoption of Report of Central Committee for Contract 
Practice: Dr. Vercueil said that before he moved the adoption 
of the Report, he would like to express his thanks to the members 
of the Committee for the work they had done. He reminded mem- 
bers that with the production of the new Tariff book the fees for 
specialists would be binding for at least three years, unless there 
should be a considerable rise in the cost of living. He said also 
that he wished to thank those specialists and general practitioners 
who had attended meetings of the Committee in order to assist in 
the formulation of tariffs. He also thanked Dr. Marchand and 
Dr. Combrink for their services. 

Mr. Currie rose to propose a vote of thanks to Dr. Vercueil for 
his able Chairmanship of the Committee and for the admirable 
way in which he had presided over its meetings. Acclamation. 

Mr. Wolfowitz raised the question of the Traduna Medical Aid 
Society, and it was Agreed that this matter be referred to the 
Central Committee for Contract Practice for discussion. 

Dr. M. Shapiro referred to the dissatisfaction amongst general 
practitioners in Johannesburg where, he stated, the benefits of the 
new Tariff were negligible. 

Dr. Vercueil then moved the adoption of the Report of the 
Committee. This was Carried unanimously. 


S.A.R. & H. SICK FUND 


89. Orthopaedic Services to S.A.R. & H. Sick Fund: The 
Chairman reminded members that consideration of this question 
had been deferred until the meeting could be addressed by Mr. 
C. T. Miller. 

Mr. Méller was then invited to address Council. 

After reviewing the history of the establishment of the ortho- 
paedic services to the Railway Sick Fund, Mr. Moller referred in 
detail to the recent differences of opinion which had arisen between 
the Orthopaedic Surgeons’ Group and the Sick Fund. Mention 
was made of the decisions which Federal Council had taken in this 
regard, and it was pointed out that at its last meeting Council had 
agreed that further negotiations should be conducted by the Central 
Committee for Contract Practice. The Sick Fund Board had not 
agreed to this proposal and had stated that it was prepared to 
negotiate only with the Railway Medical Officers’ Group. 

At the conclusion of Mr. Mdller’s address, the Chairman asked 
members whether they had any questions to put to Mr. Moller. A 
number of questions were asked. 

Council adjourned for lunch from 1.7 p.m. to 2.25 p.m. 

On resuming, the Chairman pointed out that there was still a 
large amount of business to be attended to, and it was proposed by 
Mr. Currie, seconded by Dr. Zabow, that Council sit that night. 
Council Agreed. 

_Further questions were then asked of Mr. Moller and replies 
given. 

When there were no further questions, the Chairman thanked 
Mr. Moller for having addressed Council and having answered 
questions. He stated that Mr. Mller might remain at the meeting 
during the discussion, if he so wished. 

Dr. Turton said that he felt it was necessary at this stage to draw 


S.A. TYDSKRIF viIR GENEESKUNDE 


1205 


attention to Minute 21 of the Council meeting held at Vereeniging 
in April, 1956, in which Council had agreed that the orthopaedic 
appointments being made to the Railways Sick Fund should be 
temporary for a period of one year and that they be re-advertised 
after that period. He pointed out that the main opposition to the 
Railway appointments had come from the Southern Transvaal 
Branch and that he had reported to Council that the Branch had 
eventually agreed that there were special circumstances attaching 
to the appointments whereby ‘exceptional circumstances’ were 
recognised in favour of closed panel appointments being made in 
so far as orthopaedic appointments were concerned. 

It was then proposed by Dr. M. Shapiro, seconded by Dr. 
Heymann, ‘That future negotiations with the Railway Sick Fund 
shall be at the level of the Federal Council’. 

Further discussion followed, and eventually it was proposed by 
Dr. Gluckman, seconded by Mr. Wolfowitz and Agreed that the 
motion be put. 

A... — put to the vote, the proposal by Dr. M. Shapiro was 
arried. 

It was then proposed by Dr. Schaffer, seconded by Dr. Turton, 
‘That the present holders of orthopaedic appointments be requested 
to continue their service until such time as negotiations with the 
Railway Sick Fund have been concluded and conditions for future 
services are approved by Federal Council. Should Federal Council 
not be satisfied that a suitable agreement has been arrived at, 
Federal Council will decide what shall be done.’ 

Further discussion followed and eventually it was proposed by 
Mr. Wolfowitz, seconded by Dr. Gluckman and Agreed that the 
question be put. : 

On being put to the vote, Dr. Schaffer’s proposal was Carried 
with three dissentient votes. 

It was then proposed by Mr. Wolfowitz, seconded by Dr. 
Gluckman, ‘That an ad hoc committee be set up to conduct nego- 
tiations with the S.A.R. & H. Sick Fund, such committee to include 
representatives of the Railway Medical Officers’ Group’. On being 
put to the vote, this was Carried. 

It was proposed by Dr. M. Shapiro, seconded by Mr. Wolfowitz 
and Resolved that the Committee should consist of Dr. L. S. 
Robertson, Dr. Turton and representatives of the Railway Medical 
Officers’ Group. 


PRESENTATIONS 


90. Presentations to Dr. A. W. S. Sichel and Dr. J. S. du Toit: 
At this stage of the meeting, the President, Dr. H. Grant-Whyte, 
paid tribute to Dr. Sichel and Dr. du Toit for the work which they 
had done for the Association over many years. On behalf of the 
members of Council he presented to Dr. Sichel a silver tea service 
and a leather brief case, and to Dr. du Toit he presented a silver 
and glass soup service. Acclamation. 

Both the recipients expressed thanks for the gifts and for the 
tributes which had been paid to them. 


PARLIAMENTARY COMMITTEE 


91. Report of Parliamentary Committee: Dr. Struthers, Chair- 
man of the Committee, presented his Report, stating that the 
Parliamentary Committee had met on several occasions since the 
last ies of Council and had dealt with a number of issues. 
Noted. 

92. Meeting with Ad Hoc Committee of S.A. Medical and Dental 
Council: \t was reported that as the recent amendment to the 
Medical, Dental and Pharmacy Act of 1928 had removed certain 
doubt as to the validity of the Council’s Ethical Rules, the Parlia- 
mentary Committee had met a special ad hoc committee of the 
Council on 6 June, 1957, to discuss possible changes in certain of 
these Rules. 

A number of recommendations for the consideration of Federal 
Council were submitted. Council Accepted the recommendations 
of the Committee. 

93. Remuneration of Doctors—Third Party Insurance: \t was 
stated that the Commission appointed by the Government to 
investigate the Third Party Insurance Act had completed its 
Report without finding it necessary to take any evidence from 
interested parties. In view of this fact and after consideration of a 
memorandum submitted by Dr. J. G. A. du Toit and Dr. P. D. 
Combrink on this subject, the Committee recommended to Council 
that no further action be taken by the Association. Council Agreed. 
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94. Native Laws Amendment Act: It was reported that in view 
of the alterations which had been made to Section 29 of the Act 
and in view of a letter which had been addressed to the Association 
by Dr. Carel de Wet, M.P., the Committee recommended to 
Council that no further action be taken. Council Agreed. 


95. Natal Motor Transport Ordinance: It was reported that the 
Natal Coastal Branch had sought the assistance of the Committee 
in connection with the medical examination of prospective drivers, 
as these persons were at present being diverted to the Addington 
Hospital and the King Edward VIII Hospital for examination. It 
was noted that the Traffic Department had attempted to have a 
panel of private practitioners appointed but had met with no 
co-operation. As the Ordinance laid down that an applicant for 
a licence should submit himself for examination to ‘a medical 
practitioner nominated by the Officer-in-Charge of the Bureau’, 
the Committee felt that this was a matter which should be taken up 
with the Provincial authorities by the Augmented Executive 
Committee for Natal. It recommended accordingly. Council 
Agreed. 

96. Deduction of Membership Subscription to Association from 
Total Income by Doctors for Income Tax Purposes: \t was stated 
that the Commissioner for Inland Revenue had been interviewed 
by the Assistant Secretary (Transvaal) and had consented to allow 
all doctors, whether in private practice or in full-time employment, 
to deduct their Association subscription from their total income for 
income tax purposes. Noted. 


97. Income Tax Concession in Relation to Post-Graduate Overseas 
Study Tours: The Committee reported that the proposed con- 
cessions, as contained in its last Report to Council, had been 
accepted by the Commissioner for Inland Revenue and the Minister 
of Finance, and that an official letter from the Commissioner might 
be expected in the near future. 

Dr. Gluckman raised a point in regard to courses of study which 
might be taken in one place and an examination conducted in 
another centre. 

Council Noted the report and Agreed that the matter raised by 
Dr. Gluckman be referred to the Parliamentary Committee for 
discussion. 


98. Remuneration of Part-time Medical Officers in Employ of 
Department of Defence: \t was reported that an exchange of 
letters had taken place between the Committee and the Department 
of Defence in regard to this matter. The Secretary for Health had 
also been approached in order that the question of the remunera- 
tion of part-time doctors employed by the Union Department of 
Health might be increased. 

Council Noted that the matter was still under negotiation. 


99. Remuneration of Part-time Medical Officers Rendering 
Services at Clinics Run by Various Local Health Authorities: 
Council was reminded that this matter had originally been raised 
by the Society of Medical Women. The scale of part-time salaries 
for general practitioners and specialists was submitted, and it was 
reported that the Committee had interviewed the Secretary for 
Health to discuss these scales. For various administrative reasons, 
Dr. le Roux could not be persuaded to recommend an increase in 
the scales. He had, however, informed the Committee that a mini- 
mum of 85°, of the work performed by the incumbents of these 
posts was in connection with tuberculosis patients, and in view of 
this fact the Committee now recommended to Council that the 
matter be not pressed. Council Agreed. 


100. Temporary Appointments: It was reported that a letter had 
been addressed to the Registrar of the S.A. Medical and Dental 
Council, in which the Committee recommended on behalf of the 
Association the following :— 

“When a medical post is advertised, the period of notice pro- 
vided for in the contract must be of sufficient length of time to 
enable a new appointment to be made in that time. Should the 
post, for any reason, be suddenly vacated, the Association 
would have no objection to a locum tenens being appointed 
temporarily to the vacant post for the unexpired period of 
notice provided for in the contract.’ 

Council Agreed with this recommendation. 


101. Adoption of the Parliamentary Committee Report: Dr. 
Sichel proposed a vote of thanks to the Parliamentary Committee 
and to its Chairman and the Assistant Secretary (Transvaal) for 
the considerable amount of work which had been done in connec- 
tion with the various matters mentioned above. 
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Dr. Struthers pointed out that the work had been made a great 
deal easier by the appointment of the Assistant Secretary (Trans- 
vaal). He then moved the adoption of the Report. This was Carried. 

102. Report of Workmen’s Compensation Act Sub-Committee: 
Dr. Vercueil, as Chairman of this Committee, stated that the 
Committee with a few co-opted members representing various 
national Groups, had met the Workmen’s Compensation Com- 
missioner in order to discuss certain items in the new Tariff book. 
He submitted a lengthy Report covering all the aspects of the 
discussion which had taken place. These were Accepted by Federal 
Council. 

Mr. Mackenzie moved the adoption of the Report, seconded by 
Dr. Paterson. This was Carried. 

103. Election of Workmen’s Compensation Act Sub-Committee: 
It was proposed by Dr. Turton that the new Sub-Committee con- 
sist of Dr. L. O. Vercueil, Dr. C. M. Grundlingh, Dr. J. H. Case- 
well, Dr. M. Segal and Mr. J. Wolfowitz. Council Agreed. 

104. Report of Sub-Committee on Rehabilitation: It was reported 
that the Sub-Committee was at present drawing up a suitable 
memorandum on the subject of expert medical assistance in rehabi- 
litation projects in sheltered employment. Noted. 

After short discussion it was proposed that Dr. C. Adler con- 
stitute the Sub-Committee with power to co-opt. Council Agreed. 

105. Report of Sub-Committee to Advise Controller of Imports: 
It was reported that a letter had been received from the Chairman 
of the Pharmaceutical Advisory Committee, stating that import 
control had been relaxed and that it would be unnecessary to 
continue with the detailed screening of applications for currency 
for the importation of new ethical pharmaceutical preparations. 
A letter had also been received from the Controller of Imports and 
Exports, expressing the thanks and appreciation of his Department 
to the Committee for services rendered. 

Dr. Sichel proposed that the Sub-Committee be discharged. 
Council Agreed that the Sub-Committee be discharged with thanks 
to Dr. Sichel and the Sub-Committee for the work which they had 
done. Acclamation. 

106. Report of Sub-Committee on Groups within the Association: 
Dr. Waks presented this Report, and after referring to discussions 
which had taken place he stated that the Sub-Committee now 
recommended to Council that the following clause be added to its 
original memorandum: ‘Notwithstanding anything contained here- 
tofore, Federal Council shall be empowered to delegate to a Group 
the right of negotiation on a particular issue, provided that no 
decision arrived at shall be binding unless and until this is approved 
of by Federal Council.” : 

In the discussion which followed, Dr. M. Shapiro moved the 
previous question, seconded by Mr. Wolfowitz. On being put to 
the vote, this was Lost. 

The recommendation of the Sub-Committee was then put to 
the vote and Carried. 

107. Sub-Committee on Medical Fees for Private Practice: \n 
the absence of Dr. Landau, Chairman of the Sub-Committee, Mr. 
Currie presented the Report, stating that since the last meeting of 
Council the Committee had received from the Cape Town Division 
of the Cape Western Branch a schedule of fees pertaining to general 
practitioners. The schedule was submitted to Council, and the 
Committee recommended that it be forwarded to the S.A. Medical 
and Dental Council for information. Mr. Currie stated that all 
schedules of fees received to date had been forwarded to that 
Council after approval by Federal Council. Council Agreed 
accordingly. 

As the main purpose of the Sub-Committee had been fulfilled, 
it was recommended that the Sub-Committee be discharged. 
Council Agreed that the Sub-Committee be discharged. A vote of 
thanks to the Sub-Committee was proposed by Dr. Struthers, 
seconded by Mr. McMurray and Carried. 

108. Sub-Committee for Liaison with Dental Association of 
South Africa: Dr. Schneider, the Convener, reported that there 
had been no meetings of the Sub-Committee. Noted. 

On the suggestion of Dr. Struthers, Council Agreed that Dr. 
Schneider and Dr. L. S. Robertson would act as the new Sub- 
Committee. 

109. Sub-Committee for Liaison with S.A. Nursing Association: 
Council Noted that there was no Report from this Sub-Committee. 

It was Agreed that the Federal Council representatives of the 
Northern Transvaal Branch would continue to act as the Sub- 
Committee. 
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PHARMACEUTICAL MATTERS 


110. Sub-Committee for Liaison with Pharmaceutical Society of 
South Africa: The Convener, Dr. Vercueil, presented the Report 
of this Sub-Committee. He referred first to the proposal by the 
Council for the Pharmaceutical Trade and Industry to reduce the 
discount allowed to doctors on ethical preparations, and said he 
felt that Federal Council should lodge an objection with that 
Council against this resolution. 

Dr. Sichel referred to the Executive Committee’s report on this 
subject. 

i ube, who stated that he was a dispensing doctor in an 
urban area, pointed out that the majority of his patients were 
non-Europeans and that the cost of medicines supplied was part 
of his consultation fee. 

It was proposed by Dr. M. Shapiro ‘That the Council for the 
Pharmaceutical Trade and Industry be informed that this Federal 
Council would view with grave concern the implementation of the 
proposals submitted to the Medical Association with regard to the 
cost of drugs to doctors, and that unless they repudiate these pro- 
posals, the Association will not discuss the matter with them’. 
On being put to the vote, this was Carried. 

Later, in regard to the Pharmaceutical Society of South Africa, 
Dr. M. Shapiro proposed that there should be no further negotia- 
tion with the Society unless they repudiated any association with 
the proposal of the Council for the Pharmaceutical Trade and 
Industry. Council Agreed. 

As a result of the reading of a letter from the Society, Dr. M. 
Shapiro moved that the Sub-Committee be disbanded. 

After discussion Dr. M. Shapiro proposed that a Vigilance 
Committee be appointed in regard to pharmaceutical matters, 
instead of the Sub-Committee for Liaison with the Pharmaceutical 
Society of South Africa. Council Agreed. Council further Agreed 
that the members of the Vigilance Committee should be Dr. E. W. 
Turton, Dr. A. L. Agranat and Dr. L. O. Vercueil. 

On the suggestion of the Chairman, Council Agreed that the 
questions put to the Pharmaceutical Society of South Africa in a 
letter dated 11 June, 1957, and the replies to those questions 
received in a letter dated 17 June, 1957, should be included in the 
Minutes for general information. The matter referred to is the 
proposal by the Council for the Pharmaceutical Trade and Industry 
to reduce the discount allowed to doctors, contained in a resolu- 
tion passed by that Council at a meeting in Cape Town. The 
questions and answers are as follows:— 

‘(a) Whether or not your Society was a party to this resolu- 
tion, or alternatively 

(b) Whether or not your Society has representation on the 
£ ouncil for the Pharmaceutical Trade and Industry, and 
so, 

(c) Whether or not your Society’s representatives on the 
Council supported the resolution.” 

Answers: 

‘(a) My Society was not called upon to consider the resolution 
before it was adopted by the Council for the Pharmaceuti- 
cal Trade and Industry. 

(b) The Society is represented on the Council. 

(c) The resolution was unanimously adopted and was 
supported by our representatives. It was subsequently 
reported to the Society’s General Council and enjoys the 
wholehearted support of the Pharmaceutical Society of 
South Africa.’ 

111. Sub-Committee to Enquire into Medical Education and 
Internships: The Convener, Mr. McMurray, requested that his 
Report be held over until the next meeting of Council as his 
Committee was still in the process of gathering information. 
Council Agreed. 

Council Agreed that Mr. McMurray and Mr. Joubert be re- 
appointed as members of the Sub-Committee. 

112. Report of Augmented Executive Committee in Transvaal: 
The Chairman of the Committee, Dr. Struthers, presented this 
Report and mentioned that there had been several meetings of the 
Committee since the last meeting of Council. Council Agreed that 
the matters in the Report be dealt with seriatim. 

113. Hospital Appointments: It was reported that the Director 
of Hospitals in the Transvaal had advised the Committee that his 
Administration reserved the right, in exceptional cases, to fill 
clinical medical posts without advertising. Correspondence had 
taken place regarding this decision, and in view of the probable 
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alteration by the S.A. Medical and Dental Council of its Ethical 
Rule 19, making the advertising of all clinical medical posts 
compulsory, the Committee recommended to Council that this 
matter be left temporarily in abeyance. Council Agreed. 

114. Rates of Pay for Interns in Provincial Hospitals: After 
reporting on this matter in so far as the Transvaal Province was 
concerned, Dr. Struthers informed Council that the matter was 
now before the Central Health Services and Hospitals Co-ordinat- 
ing Council and that nothing further could be done at present. 
Noted. 


RADIOGRAPHIC SERVICES 


115. Provision of Radiographic Services by Province to Depart- 
ment of Health: \t was reported that the Provincial Administration 
in the Transvaal was continuing to provide a radiographic service 
to the Union Department of Health, and that objections had been 
raised to this service on the grounds that it constituted unfair 
competition with radiologists in private practice and because the 
service was incomplete. Having considered the matter, the Commit- 
tee recommended to Council that no further action be taken, as 
the service provided was part of the health service to the community 
as a whole and that difficulty would be experienced by private 
radiologists in accommodating a large number of non-European 
patients in their consulting rooms. 

Dr. Gluckman referred to a letter from the Southern Transvaal 
Branch on this subject. 

On being put to the vote, the Committee’s recommendation was 
Carried. 

116. Appointment of Part-time Radiologists in Radiological 
Departments of Johannesburg General Hospital: \t was reported 
that the Director of Hospitals had been interviewed by Dr. Struthers 
and two representatives of the Radiological Society. The Director 
had pointed out that he agreed in principle with the making of 
mixed part-time and full-time radiological appointments at the 
Hospital, but that until the new Hospitals Ordinance had been 
passed, it would be impossible to create the necessary establishment. 
Accordingly the Committee recommended to Council that no 
further action be taken until such time as the new Hospitals 
Ordinance became effective. Council Agreed. 

117. Fees Paid by Private Patients for Radiological Services 
Obtained in Provincial Hospitals, with Special Reference to the 
Two Teaching Hospitals in Johannesburg and Pretoria: \t was 
reported that this matter had been discussed with the Director of 
Hospitals and that the Director had stated that he agreed in 
principle that it was right that the fees paid by private patients 
should accrue to medical men. As no action could be taken until 
such time as the new Hospitals Ordinance became effective, the 
Committee recommended to Council that no further action be 
taken at this stage. Council Agreed. 

118. Ambulance Services Outside Municipal Areas: Council was 
reminded that this matter had been referred to the Augmented 
Executive Committee at the last meeting of Council as it was 
considered to be a matter for discussion with the Transvaal 
Provincial Administration. 

After preliminary investigation had revealed the many difficulties 
which would be experienced in negotiating with the numerous 
Local and Central Authorities at present responsible for ambulance 
services in the various areas, the Committee had reached the 
conclusion that the problem could only satisfactorily be solved if 
the Provincial authorities were to take over all ambulance services. 
Accordingly the Committee recommended to Council that no 
further action be taken until such time as the new Hospitals 
Ordinance became effective. Council Agreed. 

119. Treatment of Mines Benefit Society Patients in Provincial 
Hospitals: It was reported that an arrangement had been made 
that Mines Benefit Society patients should be accommodated in 
the Bethal Hospital as hospital cases, and that a local panel doctor 
was acting as recommending officer. The Director of Hospitals 
and the Secretary of the Hospital Services Department had been 
interviewed and the Committee had been informed that it was 
possible to have the relative regulations so changed as to enable 
the Hospitals Department to remove from the list of recommending 
officers any person who did not exercise his powers in a fit and 
proper manner. It was suggested that the Association could itself 
solve this problem by merely informing the offending recommending 
officers of this fact. This was Noted by Council. 

120. Staffing of New South Rand Hospital: \t was reported that 
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the Southern Transvaal Branch had requested the Committee to 
approach the Provincial Administration with a view to general 
practitioners having the opportunity of participating in the clinical 
work of this hospital in many of its departments; also, that pro- 
vision should be made for all doctors to be allowed to treat private 
cases in the hospital as did their colleagues in Pretoria and the 
Platteland. It was reported that in an interview with the Director 
of Hospitals it had been stated by the Director that he could see 
no reason why the requests of the Association could not be met. 
It was probable that 200 beds would be set aside for hospital 
patients and approximately 165 beds for private patients. Later it 
had been stated that only 120 beds might be required for teaching 
and that a further 80 beds would become available for private 
patients. It was reported that the Director of Hospitals had agreed 
in principle to the idea of general practitioners being on the staff 
of the hospital. 

Some discussion followed, and eventually Council Agreed that 
this item be Noted. 

121. Facilities for the Treatment of His Private Patients in the 
Pretoria General Hospital by a Non-European Doctor: It was 
reported that a non-European doctor practising in Pretoria had 
been refused permission to treat patients in a non-European ward, 
owing to the fact that the ward was in the charge of a European 
nursing sister. As this was no longer the case, the doctor had 
renewed his application. The doctor had been advised to persist 
in his application to the Pretoria Hospital Board and that if the 
necessary permission was withheld, he should lodge an appeal 
against the decision with the Administrator. Noted. 

122. Treatment of Mental Hospital Patients in Public Hospitals: 
It had been reported to the Committee that whereas Mental 
Hospital patients, who had required treatment in a public hospital, 
had previously been admitted as Departmental patients under a 
private doctor, they were now being admitted as hospital patients 
with a recommendation form issued by the Superintendent of the 
Mental Hospital concerned. Investigation had shown that these 
patients were entitled to free treatment if they were normally 
resident in the Province and provided that all the other require- 
ments relating to the admission of a patient as a hospital patient 
were complied with. It was explained that a ‘Departmental patient’ 
was one who, by virtue of his employment in the service of any 
Department of State, was entitled to medical or hospital treatment 
at the expense of such Department. Mental Hospital patients did 
not come into this class. 

In the circumstances the Committee recommended to Council 
that no further action be taken. Council Agreed. 

Dr. Struthers then moved the adoption of his Report, which 
was Carried. 


THE EXECUTIVE COMMITTEE 


123. Appointment of New Augmented Executive Committee in the 
Transvaal: After short discussion, Council Agreed that the new 
Committee consist of Dr. J. H. Struthers, Dr. E. W. Turton, Dr. 
Lewis S. Robertson, Dr. F. Ziady, Dr. M. Shapiro and Mr. D. E. 
Mackenzie. 

124. Report of Augmented Executive Committee in the Cape: 
The Chairman of the Committee, Dr. Sichel, reported that there 
had been no meetings of the Liaison Committee between the 
Medical Association and the Administration since the last meeting 
of Council. 

The question of the termination of the honorary system of 
medical staffing of the hospitals in Port Elizabeth had not yet been 
settled. 

Dr. Albert elaborated on the memorandum which his Branch had 
submitted, and it was reported that the Director of Hospital 
Services in the Cape had stated that he had received no complaints 
from the men who were dissatisfied and from the Livingstone 
Hospital Board, and that as soon as he received something from 
them he would be prepared to act. 

Dr. Sichel then moved the adoption of his Report, which was 
Carried. 

125. Appointment of New Augmented Executive Committee in 
the Cape: Council generally Agreed that the new Committee 
should consist of Dr. A. W. S. Sichel, Mr. J. D. Joubert, Mr. 
J. A. Currie, Dr. R. Schaffer, Dr. L. E. Lane and Mr. N. Kretzmar. 

126. Report of Augmented Executive Committee in Natal: 
Council Noted that there was no Report from this Committee. 

It was Agreed that the Natal Augmented Executive Committee 
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in the future would consist of Dr. H. Grant-Whyte and Mr. B. A. 
Armitage. 

127. Report of Augmented Executive Committee in Orange Free 
State: The Chairman of the Committee, Dr. Theron, presented 
this Report and stated that at last the Provincial Administration 
had agreed to give the Medical Association representation on the 
Boards of Provincial Hospitals. In each area there would be two 
representatives of the Association appointed by the Administrator 
from a panel of names to be submitted. Noted. 

Council Agreed that Dr. Theron should act for the Executive 
Committee in the Orange Free State and that he would have the 
power to co-opt members of his Branch Council when n 

Council adjourned for dinner from 6.15 p.m. to 8.30 p.m. 


ECONOMICS OF MEDICAL PRACTICE 


On resuming, Dr. Struthers was in the Chair. 

129. Sub-Committee on Economics of Medical Practice: Dr. 
Struthers drew attention to the Report of this Sub-Committee 
which had been published in the Journal, and for the sake of new 
members of the Council he gave a brief resumé of what had taken 
place during the last few years. He asked Dr. Turton to continue 
the explanation of the scheme as put forward by the Committee. 

Grateful thanks were expressed for the assistance given to the 
Committee by Dr. Routley during his visit to the Union. 

Considerable discussion took place as to the merits of the 
scheme, several questions being asked as to how it was to be 
financed. 

Eventually Dr. Sichel asked questions as to the part which the 
Association was expected to play in the launching of this scheme, 
and particularly asked whether the Associatior: would be expected 
to become financially involved in it. Dr. M. Shapiro replied, ‘My 
suggestion is, if the scheme is launched, it shall involve not one 
farthing’s responsibility to the Association. I am quite satisfied 
that the scheme can be launched without any assistance from the 
Association, except one thing—its sponsorship. That is all it needs 
from the Association. The doctors who are to benefit incidentally 
from the scheme if it is established are the people who should 
take on the financial responsibility in the first instance.’ 

ed Sichel requested that this statement be recorded. Council 


Mr. McMurray drew attention to a Notice of Motion put forward 
by himself and Mr. Joubert. Both he and his seconder agreed that 
this should now fall away in view of Dr. M. Shapiro’s statement. 
Council Agreed. 

The Chairman then suggested that a vote be taken in regard to 
the principles embodied in the Plan as submitted. This was done 
and it was Carried with two dissentient votes. 

Dr. Struthers moved the adoption of the Report of the Sub- 
Committee, which was Carried. 

130. Appointment of Sub-Committee on Economics of Medical 
Practice: The Chairman proposed that the Federal Council 
members of the Southern Transvaal Branch should constitute the 
Sub-Committee, with powers to co-opt. After short discussion, 
Council Agreed. 

131. Serving of Tea: Dr. J. H. L. Shapiro proposed a vote of 
thanks to the ladies who had provided morning, afternoon and, on 
two occasions, evening tea, for members of Council. This was 
accorded with Acclamation, and Dr. Shapiro was asked to convey 
the thanks of Council personally to the ladies concerned. 

At the request of the Chairman, Dr. Turton then took the Chair, 
and Council Agreed that only such matters as were urgent and 
important should be considered during the rest of the evening 
session. Dr. Turton stated that the matters remaining on the 
Agenda would be taken seriatim and Council would decide whether 
to deal with them or refer them to the Executive Committee for 
attention. Council Agreed. 

132. S.A. Medical Congress, Durban, 1957: The Chairman of 
the Organising Committee, Dr. Broomberg, reported that arrange- 
ments were well in hand. He made a number of announcements 
and appealed to members to support the Trades Exhibition and 
take as much interest in it as possible. He said that he and his 
Committee were confident that the Congress would be a very 
happy and successful one. 

Dr. Broomberg’s report was Noted with Acclamation. 

133. ‘Medical Centres”: A letter from the Registrar of the 
S.A. Medical and Dental Council was submitted regarding buildings 
which were being used for consulting room purposes and na’ 
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‘Medical Centres’. The opinion of the Association was requested. 
Council Agreed that this matter be referred to the Executive 
Committee with power to act. 


Matters Referred to or by Branches: 


134. Application of Federal Council Rules to S.A.R. & H. Sick 
Fund Specialist Services—Cape Western Branch: Council Agreed 
that consideration of this matter be deferred until its next meeting. 

135. Registretion of Plastic Technologists—Cape Western 
Branch: Council Agreed that consideration of this matter be 
deferred uniil its next meeting. 

136. Deiimitation of Branch Areas—East Rand Branch: Council 
Agreed that this matter be deferred until its next meeting. 

137. Cadaver Material for Grafting Purposes—Southern Trans- 
vaal Branch: A letter from the Branch was submitted, and Mr. 
Wolfowitz explained that the Act as it stood allowed surgeons to 
take no portion of the human anatomy whatever. He proposed 
that an urgent appeal be made by the Parliamentary Committee 
to the Minister of Health for an amendment of the Act in order 
that medical science in this country could keep abreast of the 
world in this matter. He was seconded by Mr. McMurray, and 
Council Agreed accordingly. 

138. Artificial Insemination—Southern Transvaal Branch: A 
number of memoranda and documents had been submitted to 
Council by the Branch. The Secretary stated that the Executive 
Committee recommended that the Southern Transvaal Branch be 
referred to the resolution on this subject taken at the Council 
meeting held in October, 1956. Council Agreed to the Executive 
Committee’s recommendation. 

139. Title of ‘Physician and Surgeon’—Southern Transvaal 
Branch: Council Agreed that this matter be deferred until its next 
meeting. 

140. Fees for Completion of Medical Questionnaires for Insurance 
Companies: Correspondence on this subject was submitted, and 
the Secretary stated that the Executive Committee recommended 
to Council that the Sun Life Assurance Company of Canada be 
advised through the Southern Transvaal Branch to take up this 
matter with the Life Offices’ Association. 

Council Agreed to the recommendation of the Executive Com- 
mittee. 


Matters Referred to or by Groups: 

141. Amendments to Constitution of Medical Officers of Health 
Group: The Secretary reported that the Executive Committee had 
considered the suggested amendments and recommended to Council 
that they be approved. Council Agreed. 

Matters Referred to or by Affiliated Associations: 

142. British Medical Association Annual Meeting, July 1957: 
The President, Dr. Grant-Whyte, reported that he had represented 
the Association at the Annual Meeting of the British Medical 
Association held in Newcastle-on-Tyne in July, 1957. After 
mentioning certain aspects of the Meeting, he said that in every 
way it had been a magnificent affair. His report was Noted by 
Council. 

143. Tenth Australasian Medical Congress, Hobart, 1-7 March 
1958: The Chairman asked whether it was known whether any 
member would be visiting Australia at the time of the Meeting, who 
could be appointed as the Association’s representative. No replies 
were received, and it was left to the Secretary to make such suitable 
arrangements as might be possible. 


Matters Referred to or by World Medical Association: 


144. Medical Civil Defence Emblem: A copy of the Medical 
Civil Defence Emblem, suggested by the World Medical Associa- 
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tion to have world-wide recognition, was submitted together with 
a memorandum to which reference was made. The Secretary 
stated that the Executive Committee recommended to Council that 
the Medical Civil Defence Emblem of the World Medical Associa- 
tion be adopted and that it be submitted to the Department of 
Health in order to obtain official Governmental recognition. 
Council Agreed. . 


Miscellaneous: 

145. Physiotherapists and Specialists in Physical Medicine: A 
letter from the S.A. Society of Physiotherapists was submitted, 
and Council Agreed that the letter be referred to the Group of 
Specialists in Physical Medicine and that the matter be discussed 
at the next meeting of Council. 

146. Training of Health Visitors: A \etter and memorandum 
were submitted from the S.A. National Council for Child Welfare. 
The Secretary stated that the Executive Committee recommended to 
Council that the matter be referred to the Medical Officers of 
Health Group and the Pediatricians’ Group, and that the Executive 
Committee be empowered to take such action as was necessary 
based on the recommendations of the two Groups. Council 
Agreed. 

147. S.A. National Council for Marriage Guidance and Family 
Life—Appointment of a Representative: A circular letter was sub- 
mitted from the Organising Secretary of the S.A. National Council 
for Marriage Guidance and Family Life. After short discussion 
Council Agreed that Dr. H. Penn be the Association’s repre- 
sentative. 

148. Use of Substitutes of Ethical Products: A \etter was sub- 
mitted from the Chairman of the Ethical Drug Association. 
Council Agreed that consideration of this matter be deferred until 
its next meeting. 

149. Pensions for Self-Employed Persons: A \etter and memo- 
randum were submitted from the Secretary of the Cape Society of 
Accountants and Auditors. The Secretary stated that the Executive 
Committee recommended to Council that the Association support 
the principles contained in the memorandum of the Joint Council 
of Societies of Chartered Accountants and make suitable repre- 
sentations to the Minister of Finance accordingly. Council Agreed. 

150. Mines Benefit Society—Appointment of Thoracic Surgeon: 
After short discussion Council Agreed that this matter be referred 
to the Executive Committee, and that Dr. Agranat be invited to be 
present in order to present evidence to the Committee. 


NEXT MEETING OF COUNCIL 


151. Date and Place of Next Meeting: On behalf of the Southern 
Transvaal Branch, Dr. Agranat invited Council to meet next in 
Johannesburg. Dr. Ziady, President of the Northern Transvaal 
Branch, also extended an invitation to Council to meet in Pretoria. 

Council Agreed that the next meeting be held in Johannesburg 
and that the dates of the meeting be left to the Executive Committee 
for decision. 

152. Late Dr. M. Peskin: The Chairman reported to Council 
that Dr. M. Peskin had passed away since the last meeting of 
Council. 

Council Agreed that a letter of sympathy be addressed to the 
late Dr. Peskin’s family by the Secretary on behalf of Council. 

153. Thanks: Dr. Sichel proposed a vote of thanks to the Chair- 
man and to the Deputy Chairman. This was Carried with Acclama- 
tion. 

The meeting ended at 10.45 p.m. 


A HISTORY OF MEDICINE IN SOUTH AFRICA 


Messrs. A. A. Balkema have issued a prospectus of Dr. Edmund 
H. Burrows’ book which they are publishing—‘A History of 
Medicine in South Africa to the end of the 19th Century’. Spon- 
sored by the Medical Association, the authoritative work may 
be regarded as the official history of medicine in South Africa. 
The prospectus sets out in detail the contents of the 18 chapters 
of the book and remarks that its 480 pages contain over 200 
biographies of South African medical practitioners of earlier 


days, and is documented with nearly 2,000 references from over 
300 different sources. 

The story is written in an interesting style, often as colourful 
as a historical novel, and the work is well printed and well illus- 
trated and contains maps and many hitherto unpublished historical 
photographs. The price of the book bound in cloth will be 42s., 
but members of the medical association are entitled to copies in 
special de Juxe binding at the preferential price of 25s. 
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The prospectus (and order or cancellation form) has been 
circulated to all members of the Association, and every member 
is asked kindly to return the form duly completed (in the reply- 
paid envelope enclosed with the prospectus), to show whether or 
not he will accept delivery of the book on these terms. The pub- 
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lishers will assume that any member who does not do so is desirous 
of purchasing the work, and will in due course deliver the book 
to him. Members are given the opportunity of buying more 
than the one copy at the special price; if this is desired the order 
form may be completed accordingly. 


THE FUNCTION OF ASSOCIATION GROUPS * 
W. Waks 


Convener, Sub-Committee on Groups Within the Association 


The recommendations of the Sub-Committee charged with 
drawing up proposed rules for the functioning of Groups within 
the Association stressed that the essential and primary function of 
Groups should be to foster academic interest within the Group, 
and between allied Groups, and that Groups be not permitted to 
negotiate direct with other bodies in their own economic interests, 
but that this should be the function of Federal Council. Because 
of the adverse comments of certain Groups to the proposed 
regulations, Federal Council at its last meeting resolved to refer 
the matter back to the Sub-Committee for further consideration. 

The Sub-Committee has reconsidered the matter in the light of 
the objections raised by certain Groups, in particular the Mines 


* Report of Sub-Committee presented to Federal Council on 11 
September 1957. 


and Railway Medical Officers’ Groups, but adheres to its previous 
submission that in principle it should not be the function of Groups 
to negotiate direct with other bodies on matters affecting the 
economic interests of the Group. The Sub-Committee, however, 
feels that there may be occasions when it would be expedient and 
in the interests of the Association to permit a Group to negotiate 
on its behalf, particularly if the issue is Union-wide. For this 
reason the Sub-Committee recommends that the following Clause 
be added to its original Memorandum: 

‘Notwithstanding anything contained heretofore Federal Council 
shall be empowered to delegate to a Group the right of negotiation 
on a particular issue provided that no decision arrived at shail be 
binding unless and until this is approved of by Federal Council.’ 

_ Federal Council approved the Sub-Committee’s recommenda- 
tion. 


OFFICIAL ANNOUNCEMENT : AMPTELIKE AANKONDIGING 
TARIFF OF FEES FOR MEDICAL AID SOCIETIES : TARIEF VIR MEDIESE HULPVERENIGINGS 


The following corrections should be made in the tariff book: 
Die volgende korreksies moet in die tariefboek aangebring word: 


Section I 


Include in item 4 (a) the fees for ‘subsequent puncture’ as 
laid down in section M, item 4. 


Section M 


Amend the fee for item 1 (a) to read £4 4s. Od. 
Amend the fee for item 1 (5) to read £5 5s. Od. 
Add a further paragraph to the Notes at the end of section M 
on page 16 as follows: 
6. The maximum fee to be charged by a neuro-surgeon for 
investigation and operation in any one case is £100. 
If a neurologist carries out the preliminary investiga- 
tions and then refers the case to a neuro-surgeon for 
operation, normal tariff rates shall be charged if the 


sum of their fees does not exceed £100. If the sum 
exceeds £100, the neurologist shall not be paid in excess 
of £20 and the neuro-surgeon not in excess of £80. 
If the above limits are unreasonable as between two 
practitioners, then the proportion payable to each shall 
be the subject of agreement between the practitioners. 


Section S 
Item 31 (a): Add ‘plus 50°,” after ‘Fee for fracture’. 


Section T 


Note 3 at the end of the section: 
if followed by an operation’. 


Add the words ‘one-third 


L. M. Marchand 
Associate Secretary 
Medesekretaris 


Medical House, Cape Town 
Mediese Huis, Kaapstad 


15 November 1957 


IN MEMORIAM 
GeorGe F. WriGcut, L.R.C.P.1. & L.M., L.R.C.S.1. & L.M., D.P.H. 


By the passing of George Wright at Southport on the Natal 
South Coast on 22 June 1957, the medical profession has lost 
another of those staunch Irish doctors who came to South Africa 
before the First World War. 

Qualifying at Dublin in 1907, he spent 2 years at sea before 
commencing practice at Boksburg in 1910. In 1915 he joined the 
S.A.M.C., being appointed Officer Commanding the Roberts 
Heights Hospital in 1920. He was appointed Director of Military 
Pensions for the Witwatersrand, a post he held till 1933, when 
he joined the Miners’ Phthisis Bureau, from which he retired 
in 1952 as acting Chairman of the Appeal Board. 

His wide experience as a Pensions Officer on the Rand and 
20 years on the staff of the Phthisis Bureau gave him a deep in- 
sight into human nature. He always emphasized the fact that 


the disabled ex-serviceman was the one who paid the greatest 
price in war. 

To a young medical student in the early 1930s it was an educa- 
tion to see the affection and respect with which Dr. Wright was 
regarded by cinema commissionaires and gatekeepers from the 
old Wanderers to the new Ellis Park grounds. For over 30 years 
he maintained a great interest in all Transvaal sport. 

The tremendous energy, unfailing zest and joy of living and, 
most of all, his blunt straightforwardness were well known to 
a large circle of medical students and housemen, who were always 
made welcome in his home. Their many friends throughout 
Southern Africa express their sincere sympathy to Mrs. Ada 
Wright, and his son Dr. Vincent Wright, who is a mine medical 
officer on the East Rand. 
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PASSING EVENTS : IN DIE VERBYGAAN 


Radio-Isotopes. The Council for Scientific and Industrial Research 
has organized a Union-wide campaign to promote the use of 
radio-isotopes in industry. The first move in the campaign con- 
sists of a tour by 4 scientists in this field drawn from the C.S.1.R. 
and headed by Dr. E. J. Marais, Director of the National Physical 
Research Laboratory, Pretoria, and Chairman of the Radio- 
isotope Committee of the Atomic Energy Board. The other 
members are Dr. C. W. H. du Toit, Dr. J. K. Basson and Mr. 
C. Verwey. The present tour extends over 17-29 November, and 
includes visits to Cape Town, Port Elizabeth, East London and 
Durban, where lectures will be given. 
* * * 


Westdene Products Scholarship, 1957. The following awards 
have been made to 4th, Sth and 6th year medical students at the 
Universities stated. Each Westdene Products Scholarship is 
worth £100 and the awards are made to medical students of 
high academic standards and showing a sense of social responsi- 
bility by taking an active part in student affairs: 

Cape Town University: 4th year, D. J. Clain; 5th year, B. M. 
Kennelly; 6th year, M. S. Gotsman. 

Witwatersrand University: 4th year, R. B. K. Tucker; Sth 
year, P. V. Weston; 6th year, E. V. La Rocca (Mrs.). 

Pretoria University: 4th year, J. H. Nell; 5th year, C. J. Pis- 
torius: 6th year, J. M. Opperman. 

Natal University: 4th year, B. R. Maku; 5th year, I. M. Seedat; 
6th year, B. T. Naidoo. 

* 


Dr. Marie van Castricum, M.R.C.S. (Eng.), L.R.C.P. (Lonp.), 
M.D. (Wits.) en Dr. P. Boorsma, M.B., Ch.B. (Kaap), M.D. 
(Gron.), praktiseer van 1 November in vennootskap as Gine- 
koloé en Verloskundiges te Listergebou 75, Jeppestraat, Johan- 
nesburg. Telefone: 22-6969 of 23-9168. Na-ure: Dr. van Cas- 
tricum, 41-2075; Dr. Boorsma, voorlopig 41-2075. Nie in tele- 
foonadresboek nie. 


Dr. Marie van Castricum, M.R.C.S. (Eng.), L.R.C.P. (Lond.), 
M.D. (Wits.) and Dr. P. Boorsma, M.B., Ch.B. (Cape Town), 
M.D. (Gron.) have commenced practice as Gynaecologists and 
Obstetricians at 75 Lister Buildings, Jeppe Street, Johannesburg. 
Telephone: 22-6969, no reply 23-9168. 

After hours: Dr. van Castricum 41-2075; Dr. Boorsma 41-2075 
until further notice. Not in telephone directory. 

* 


Dr. J. S. du T. de Wet, M.D. (Kaapstad) Neuropsigiater te No. 5 
S.A. Algemene Hospitaal, Midde-Ooste, gedurende 1944-45, en 
daarna geneesheer te Alexandra-Inrigting vir Swaksinniges, 
Kaap, en Tower-Hospitaal en Sterkfontein-Hospitaal, Rand en 
in die Unie-Sielsiektehospitaaldiens, praktiseer tans as psigiater 
te Mediese Sentrum 1002, Heerengracht, Kaapstad. Telefone: 
Spreekkamer 3-5482, woning 5-4956. 


Dr. J. S. du T. de Wet, M.D. (Cape Town), Neuropsychiatrist, 
during 1944-45 at No. 5 S.A. General Hospital, Middle East, and 
subsequently on the medical staff of Alexandra Institution for 
Mental Defectives, Cape and Sterkfontein Hospital and Tower 
Hospital, Rand, in the Union Mental Hospital Service, is now 
practising as a psychiatrist at 1002 Medical Centre, Heerengracht, 
Cape Town. Telephones: Rooms 3-5482, residence 5-4956. 


NEW PREPARATIONS AND APPLIANCES 


Lederkyn (Sulfamethoxypyridazine), Lederle; a new long-acting 
sulphonamide. 


Lederkyn (sulfamethoxypyridazine), marketed in the USA under 
the name of Kynex, is now available in South Africa. The manu- 
facturers supply the following information: 


Lederkyn is a new sulphanilamide derivative with anti-bacterial 
activity equal to sulphadiazine, but with an adult dosage require- 
ment of | g. (2 tablets) as a loading dose and thereafter one 500 mg. 
tablet per day. The dosage of Lederkyn is therefore one-quarter 
to one-eighth the recommended dose of most anti-bacterial sul- 


Union of South Africa. Department of Health. Notification of 
formidable epidemic diseases and poliomyelitis in the Union 
during the period 1-7 November 1957: 


Poliomyelitis 
Eur. Nat. Col. As. Total 
Transvaal 3 3 ~ - 6 
Cape Province... 2 3 
Orange Free State. . 1 - - 1 
Totals 6 3 2 i 


Plague, Smallpox: Nii. 
Typhus Fever. Cape Province: Two (2) Native cases in the 
Glen Grey District. Confirmed by laboratory tests. All necessary 


precautions taken. 
* * 


Unie van Suid-Afrika. Departement van Gesondheid. Aangifte van 
gedugte epidemiese siektes en poliomiélitis in die Unie gedurende 
die tydperk 25—31 Oktober 1957: 


Poliomiélitis 
Bl. Nat. Kl. As. Totaal 
Transvaal 4 7 — — 11 
Kaapprovinsie 1 — 2 
Oranje-Vrystaat .. — 1 1 
Natal 4 — 4 
Totaal.. .. 9 9 18 


Pes Kaapprovinsie: Drie (3) Naturelle-gevalle van Builepes, 
waarvan een (1) noodlottig, in diegebied van die Afdelingsraad van 
Uitenhage. Bevestig deur laboratoriumtoetse. 

Pokkies, Tifuskoors: Geen. 
Korreksie: 

Polio: Die Asiatiese geval, in Nuusbrief No. 36 aangemeld, is in 
Nuusbrief No. 43 hecheal. 

* * 


Magazines for Friendship. The Secretary of the Medical Association 
has received a letter from the President of Magazines for Friend- 
ship, Dr. Albert Croissant, whose address is Occidental College, 
Los Angeles 41, California, USA. Dr. Croissant writes: 

‘I believe it would be of immense value to doctors around the 
world if there could be a much wider interchange of good medical, 
nursing and general magazines. I want to move American doctors 
to begin sending good professional and general magazines to 
doctors abroad, hoping thereby to inaugurate such an interchange. 
This simple operation would have immediate and incalculably 
good effects. I would, therefore, greatly appreciate it if you would 
supply me with a list of the names and addresses of doctors, 
medical schools and hospitals in your country. I shall then ask 
American doctors each to take one of these names and supply 
good magazines. Hoping that you will thus help me establish a 
wide interchange of magazines and better understanding between 
our countries.” 

The names of the medical schools and their teaching hospitals 
have been supplied to Dr. Croissant and if any doctor or the medical 
superintendent of any other hospital wishes to carry this matter 
further, it is suggested that they write to Dr. Croissant at the 
address given above. 


: NUWE PREPARATE EN TOESTELLE 


phonamides. This low dosage has the approval of the USA Food 
and Drug Administration. 

Lederkyn, on this dosage, produces higher-than-normal blood 
concentrations through a combination of high assimilation from 
the gastro-intestinal tract and a slow rate of excretion from the 
blood stream by the kidneys. Lederkyn is also reported to pene- 
trate into the cerebrospinal fluid in higher concentrations than is 
usual with other commonly employed sulphonamides.' Because 
of the slow rate of excretion into the kidneys, urine concentrations 
are very unlikely to reach a level that could cause renal damage.* 

Lederkyn has been reported to have proved of value in urinary 
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infections,*»* bacterial respiratory infections* and dysentery® and 
as a prophylactic measure in rheumatic heart cases.* ; 

Lederkyn will only be marketed for the present in bottles of 
12 tablets of 500 mg. per tablet. It is expected that a pack of 
100 tablets and a syrup for paediatric use will be marketed in the 
near future. 

Distributors: Alex. Lipworth, Ltd., P.O. Box 4461, Johannes- 
burg. 

1. Boger, Strickland and Gylfe (1956): Antibiot. Med. 3, 6. 

2. Frisk and Wassen (1956-57): Clinical Evaluation of Sulfamethoxypyvridazine. 
Antibiot. Ann. 

3. Zegarra, N: Preliminary report = use ? Lederkyn in urinary tract infections 
in diabetics. Diabetics Assoc. of Peru, Lima. 

4. Songco, Fstrade, Leon and Leon (1957): J. Philipp. Med. Assoc., 33, 520. 

5S. Masuda, M.: Preliminary report on us of Lederkyn in 67 patients with 
diarrhoea. Kyoto Prefectural Medical College, Kyoto, Japan. 

6. Personal communication. 


* * * 


Pethilorfan Analgesic 
” a following information is supplied by Roche Products (Pty.), 


*Pethilorfan’ is the trade mark given to a combination of pethi- 
dine and an antagonist ‘Lorfan’ (levallorphan tartrate), the chemi- 
cal name of which is 1-3-hydroxy-N-allyl morphinan tartrate. 
It has been shown that ‘Lorfan’ prevents or reduces the respiratory 
depression caused by pethidine. When pethidine and ‘Lorfan’ 
are combined in the ratio 100 : 1-25, the respiratory-depressant 
effect of the pethidine is inhibited whilst the analgesic action is 
unaffected. 

Each 2 c.c. ampoule contains 100 mg. of pethidine hydrochloride 
and 1-25 mg. of ‘Lorfan’ (levallorphan tartrate). 

Pethidine has analgesic properties similar to those of morphine 
and spasmolytic properties comparable with those of atropine 
and papaverine. Although the respiratory-depressant effect of 
pethidine is less than that of morphine, nevertheless it is sufficient 


CORRESPONDENCE : 


MEDICAL AID FEES 


To the Editor: 1 should like to correct a wrong impression which 
may have been created by a statement in the last paragraph of 
my comment on a letter on this subject from A Member since 1927 
published in the Journal of 26 October 1957. In replying to the 
question ‘Is any practitioner, because he is a member of the 
Medical Association, committed to accept people for treatment 

. for the fees agreed upon. . . .”? I stated that ‘a medical practi- 
tioner is not bound to accept any patient at medical aid rates . 
attention being centred mainly on the question of compulsion. 
The words ‘any patient’, however, may be construed as permitting 
the doctor to single out certain members of societies for treatment 
at the Medical Aid tariff while others are charged private fees, 
which, of course, is quite wrong. I should have used the words 
‘patients’ instead of ‘any patients’. The question of discrimination 
is clearly answered by paragraph 7 of the General Preamble on 
page 2 of the tariff book, as follows: 

“Medical practitioners who have agreed to work on this tariff 
of fees for Medical Aid Societies should not differentiate between 
which members of a Medical Aid Society they will treat at tariff 
rates and which they will treat at private rates—that is to say, 
once a medical practitioner has agreed to charge members of 
Medical Aid Societies tariff rates, he should charge such rates 
for all members of those Societies.” 

L. M. Marchand 
Medical House Associate Secretary 
Cape Town 
12 November 1957 


HUMAN PLASMA FOR MEDICAL PRACTITIONERS 
To the Editor: Many public hospitals in South Africa now carry 
stocks of lyophilized blood plasma processed from blood donated 
by the members of the S.A. Blood Transfusion Service. 

In order that this product may be made more easily available 
to medical practitioners who may wish to carry stocks of plasma 
for the emergency treatment of shock and haemorrhage, the 
Council of this Service has agreed to supply registered medical 
practitioners direct from the head office of the Service in Johan- 
nesburg or from any of its Branches and Divisions. 
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to be a disadvantage to the use of the drug in many conditions, 
particularly in obstetrics and in the relief of post-operative pain. 

*Lorfan’, which is a member of the morphinan series, bears the 
same chemical relationship to levorphanol (‘Dromoran’) as the 
morphine antagonist nalorphine bears to morphine. Like nalor- 
phine, ‘Lorfan’ is strongly antagonistic to some of the characteris- 
tic effects of the morphine-type analgesics such as pethidine. In 
small doses it counteracts the respiratory-depressant effect of these 
drugs without appreciably altering their analgesic effects, though 
in large doses the analgesic effect is also antagonized. ‘Lorfan’ 
itself has little or no analgesic activity and appears to have no 
effect upon heart rate or blood pressure. 

*Pethilorfan’ can be used for all the indications for pethidine. 
These include: 

Obstetrics 

*Pethilorfan’ may be used as an analgesic for patients in labour 
in the same way as pethidine alone. Preliminary trials have shown 
that, even in large doses, the effect on the foetal respiratory centre 
is minimal. Dose: The contents of 1—2 ampoules given when 
labour is firmly established and repeated as necessary. 

As an adjunct to nitrous oxide-oxygen anaesthesia, ‘Pethilorfan’ 
is used in the same way as pethidine alone, the contents of one- 
quarter to one-half ampoule being given when anaesthesia is 
established and additional doses being given as necessary. 
Premedication 

The contents of | ampoule of ‘Pethilorfan’ with 1/450 to 1 200 
gr. of atropine may be given | hour before operation. 

Other Indications 

For the treatment of post-operative pain, acute pain associated 
with spasm, and chronic pain in malignant disease, *Pethilorfan’ 
may be used in the same way as pethidine alone. 

Packings 

*Pethilorfan’ (H.F.D.) ampoules: 2 c.c. in boxes of 12 and 100. 

Roche Products (Pty.) Ltd., Johannesburg. 


BRIEWERUBRIEK 


Because the blood from which the plasma is processed has 
been donated free by the donors and to ensure that reactions 
will be reported promptly (if they should occur), it has been 
decided that this plasma will be supplied only on a written order 
from a registered medical practitioner and subject to the con- 
ditions detailed on the order form. 

Practitioners wishing to obtain order forms should communi- 
cate with the undersigned. A copy of the order form setting out 
the conditions under which the plasma will be —' is enclosed. 


A. Browne 
The South African Blood Transfusion Service Secretary 
P.O. Box 9326, Johannesburg 
9 November 1957 


ORDER FORM FOR HUMAN PLASMA 


To The South African Blood Transfusion Service 
Corner of Klein and Esselen Streets 
Hospital Hill, Johannesburg 


Please supply .......... units of lyophilized plasma (250 c.c. 
per unit), each with the necessary diluent and double-ended 
needle. 

I undertake to abide by the conditions of supply as detailed 
hereunder: 

1. The plasma shall be charged to the patient at cost, i.e. 
£3 per unit. 

2. Notwithstanding anything to the contrary contained in any 
official schedule (e.g. Medical Aid Societies Tariff of Fees, W.C.A. 
Schedule of Fees), the fee charged for the operation of infusion 
of this plasma shall not exceed (a) for patients under 3 years of 
age, £2 12s. 6d., (b) for patients over 3 years of age, £1 ils. 6d., 
for any volume up to I litre (i.e. 4 units of plasma), and 10s. 
for each additional half litre (i.e. 2 units of plasma) infused in 
one continuous operation. 

3. A reaction form giving full details as indicated thereon 
shall be furnished to the Medical Director of the South African 
Blood Transfusion Service, P.O. Box 9326, Johannesburg, 1m- 
a after the infusion in respect of each unit of plasma 
infused. 

To be signed, with full name, registered qualifications and address. 
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